— 


SA 


8 
5 
5 
g 
a 
< 
2 
o 
= 
> 
zr) 
ae 
2) 
2 


te be executed within 24 @ after death. Poge 4 
Pages 1 ond 2 should 


ical 


The law requires that the death certifi 


ed by the hospital or ottending physician. 


JOR ATTENDING PHYSICIAN 


mi 
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moy be 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physicion ond completely 
poge 3 should be detached for use os the burial-tronsit permit. Then please remove carbon papers. 
the registrar prior to burial, cremation, or remaval, and in any event within 72 hours after death. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6777 CERTIFICATE OF DEATH nea, oun, U0 043 


2. USUAL RI 
o. STATE 


1, PLACE OF 


COUNTY, IDENCE (Where deceased lived. If institution: Residence before admission) 
°. 


b. COUNTY 


MARYLAND 


b. CITY OR TOWN (IF outside corporote limils, write | c. LENGTH OF STAY IN Tb 


RAL ond re neat town} 
Uppeheots- > Tranak. | (4 fenced 
d. NAME Of HOSPITAL (iF not in hospital, give street address) 
BOs Pepnot-. 


e. IS RESIDENCE 
ol FARM? 


No) 
: First Middl Month Day Yeor 
DECEASED 
tiweerrn) — Saap J Bug us tus une W963 


S. SEX 6. COLOR OR RACE | 7. MARRIED DRL NEVER MARRIED (-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
pe gee Months/ Doys | Hours | Min 


ihe woowo over fof 22, E91 bY” | 
USUAL OCCUPATION (Give kind of work done] 10b. ID OF BUSINESS OR INDUSTRY IRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


VB 
dorin 1 of working life, even if retired) wy 


14, Mi sig Eis pm a 
: SUB AW 


es Lea Cos 
1s. WAS 7 We IN U, S. ARMEO FORCES? /16. SOCIAL SECURITY NO. {NI MANT Address 
(Yes, 90, oF unknawn) | (IF yes, give war or dotes of service) ; 


2 Ve Lid Wiles se Ad 


13. FAT! * NAME 


_ 


18. CAUSE OF DEATH [Enter only one cause per li fb}, and ()-] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ! TOOT IS hen ‘ 
2 yy CAUSE (0), Pepesecels 


ONSEFZAND DEATH 
. 


4-4 DUETO. 4 
Conditions) }, = wh e/a Actes 
gove rise to immediole 

oUE ie 


couse (a), stoting the ynder- 
lying couse last. 


iS Part Il, OTHER SIGNIFICA 19 DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 

= 

S . yes (J NOP 
= | 200. ACCIDENT WAS UNDERIMAIG CO BE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 

& [OR ee eee CAUSE OF DEATH oS =e oo 

© (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURREO | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
a i factory, street, office bldg. etc.) | 

g \ ——— ——_—-— —— 


, 2 ____, 19 A that | lost sow the deceosed 


. from the couses ond on the dote stated obove. 
DATE SIGNED 


Td. LOGATION (City, or" “We 
Papas t/ fid 


"04 Be 2c. y, MEY OF CEMETERY OR CRE, = 


mr NRA DIREETOR'S Te ans id REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
ila. WHarupotind fi SUNT 4°60 | Chattun f Hone 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


778 “CERTIFICATE OF DEATH (6744 


cml 


"226, DATE 
WA re. mo [aene Bicron NS. June 24, “E960 
22c. PHYSICIAN'S ‘22d. ADDRESS 
NAME (TY p74 S. Margolin, M.D. pringfield Hospital, Sykesville, Md. 


230. BURIAL, ov ai 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, ar caunty) (State) Mde 
6/27/60 a ian Cemetery Emmitsburg,Frederick Co. 
Pr tatiee 25a. REC'D BY REGISTRAR WSb. REGISTRARS SIGNATURE 
at (Wi) rs ated Fe Zz /\ oate JUN 2 7 '60 Clatlan fie ae. 
Cc. E. Wilson i 


~ ce 
3 3 = 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. ig eae: Residence before admission} 
2) 12 a. 9. b. COUNTY g 
Se Carroll MARYLAND Maryland Frederick vv 
eli: rf b. CITY OR TOWN (If autside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest tawn) 
ae RURAL ond give nearest fawn) y 
> 52a Sykesville 3 mos. § day Emmitsbur Ox 
= 2 = { / ‘ d. NAME OF HOSPITAL (tf not in hospital, give street address) d. STREET ADDRESS 6. tS RESIDENCE 
5) = a ‘OR INSTITUTION s field State H Stel ae = fa tea en” 
~e 4 
ey jpringfie ate Hospita a 
@ 5 NAME OF First Middle last 4 Date Manth Doy Year 
& Bye liyps phn) Andrew Annan DEATH June 24, 19 60 
coe 
= 533 S. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED ie. B. DATE OF BIRTH os AGE an jie NDee veal FUNDER mes. 
poe nths| Days | Hours in. 
iE eee Male White wivowed (] oivorceo] |June 15, 1876 By ys. | | 
2 ea ¢ 10a. USUAL OCCUPATION (Give kind af wark dane} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
g 885 during mast af warking life, even if retired) d U.S.A 
3D geen clerk in drug store oo Marylan oS.A. 
8 &S 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ae eihevk: 1. tuean Alice Colombia Motter 
= Re ‘A ye WAS: PEC cnn Ms, 55. Beg eo 16. SOCIAL SECURITY N@. |17. INFORMANT Address 
= &£&5 ax. 0, oF unknown) (if yon, give war or doles of service 
S$ off NO | eeceeteeteced 220-16-2370 Bpringfield Hospital Records, Sykesville, Md. 
3 2 8 3 1B. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b}, and (c}-] INTERVAL BETWEEN, 
ge. P) s 
2 ts ARI | DEATH MEDIATE Cast @)__ ATteriosclerotic heart disease years 
or £Le 
= 22? GAD. A vx 
° 
ee Candi ; years 
ar] anditions, if any, * which (oh Generalized arteriosclerosis 
$ peta gave rise ta immediate 
= 9a ‘ DUE TO 
6 veer cause (9), stating the under- 
Bece Ss x lying couse last. (©) Severe nephrosclerosis years 
z S 3 5 = ro Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) | 19. Teroraearal 
Senos = a Tile AE Lc 
2 or %| CBS. assoc. with cerebral arteriosclerosis, with psychotic reaction ves J NoO 
Fs oF 2 5 © | 200. ACCIDENT WAS UNDERLYING ] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 1B.) 
25560 & | OR CONTRIBUTING LC] CAUSE OF DEATH 
age es & | (F EITHER, NOTIFY MEDICAL EXAMINER) 
hia oe z 
g bE as & [20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, 120. (City ar tawn) (County) {State} 
$5tys z eur Bit ike. walubbe factary, street, affice bldg., etc.) | 
zzi?2 Es pam 19 Jot work [I] at work 
S255 ; ae 
2 gs reytchee , 21.1 certify that 0% (this hospital) attended the deceased fromMarch. 165). <. 60 that (I) (we) last 
os 32 saw the eased alive on. June_ 23. a ond thot death occurred at , Rell the causes ond on the dote stoted above. 
Ged 5 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 iRege 
6779 CERTIFICATE OF DEATH wn 0 O45 


2 ueyaure RESIDENCE (Where deceased lived, If institution: Residence befare odmissian) 
MARYLAND 7. Litt * “b. COUNTY °) 


Ske Le 


b. CITY OR TOWN [If outside corporote sped write ¢. LENGTH OF 0, IN Ib | cemmsgs corporate limits, write RURAL and give nearest ea) 
ay" mes ae) aes 
a6 sak Ma 22 baS Fitts gots. 72, Se ge 


Banat {If nat in hospital, gi Ve rE ORS , e. IS RESIDENCE 


oor INSTITUTION, ON A FARM? 
) Ay Rpg SE e: LL, EY | 


Lost 4. DATE 


BEE Maree we Os aac {? Seat 


ofter deoth. Page 4 
ry the funeral director, 


6 


Pages.1 and 2 shauld be filed with 


letely filled 


ind rh ed) 10b. KIND OF BUSINESS OR INDUSTRY in “aire or wie eae , |'2. CITIZEN OF WRAT COUNTRY? 
n iF reli 
, rn 
4 4 


A t 
14, MOTHER'S MAIDEN NAME 


Vidney reptile Liber 


Tg WAS DECEASED EVER in US. ARMED FORCES? 16. SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 
(ran no. or enknown Wp yes. hve wero dot of verve) a pas Oe Bt. fs ‘ f ‘J 
© —_— \ ff a ”. . fy: Ad ra 


_]18. CAUSE OF DEATH [Enter only one cause per line for{a), (b). pnd Ie INTERVAL BETWEEN) 


ONSET AND DEATH 
PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0] OD sa 


DUE TO 


fier death. 


Then please remove carbon popers. 


Conditions, if ony, which ) 
gove rise to immediate 

cote (a), stoting the under. ( OVE TO 
lying couse lost. ey 


Past Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)} 19. eine 


(MED? 
yes] NO 
200, ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY |Home, farm, 4 20f. {City or town) {County} {Stote) 
Hour o. m. WI Not factory, streel, office bldg., a 
p.m. 19 fat work [] ot work [] ae 


21. | certify tKat)| attended the wo ne en: ———s 19-FF_, ee x 6, V9 C/ that | last saw the deceased 
alive an_. 2—-_..., and that death accurred P5% OM, fram the causes and an the date stated abave. 


— a8 (Suecet, city emtawn, stote) DATE SIGNED 
SIGNATURI a 2 Lee AG, é- fog O-Gi 6A 


ewvscanes /Z/ WWE ie Yip he f ee tS fa aa 4 
Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY ae LOEATION (Ci. town. er county 
Oe A Fp} tend, tftas Liat TA 
2 t, i , at Ti de 


B. Ne > 1 P par a eng i hte |ATURE 
= : Z Wim mWLL itt 60 Cather £ Saat 


ate hos been signed by the attending physician ond comp! 


MEDICAL CERTIFICATION. 
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d by the hospitol or attending physicion. 


ECTOR: After this certifi 


¢. 


the registrar priar to burial, crematian, or removal, and in ony event w 


poge 3 shauld be detached for use os the burial-tronsit permit. 


may be 1 
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Page 
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director. 
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tf) 
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h farm PM3. Page 5 may be retourd 
ith the Stote Boord ¢ 


Uf any delay 
3 ofter deoth. 


Give Poges 1. 2, and 3 te the fu 


dical Examiner's Office along wit 


ing the word “pending in pencil in Item 18. 
TO FUNERAL DIRECTOR: Poge 3 should be used as a burial-transit permit. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
AL EXAMINER’S CERTIFICATE OF DEATH 2 onlho'2 46 


2. USUAL RESIDENCE (Where dececsed lived. If institution: Retidence before odmi ion) 


wae ©. STATE Maryland b. COUNTY Prtnee George 16 


b. CITY OR TOWN {It outside corporate limits, write RURAL ¢, LENGTH OF STAY IN Tb c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest lown) 


od give ~hPeevilie .8mths 9 Suitland Jef 


d, NAME OF HOSPITAL OR INSTITUTION {if not in hospitol, give street address) d, STREET ADDRESS @. 1S REStDEN: 


Springfield State Hospital. 4615 Porter Ave. On A Fats 


3. catys M4 First Middle Lost 4, rope 
{Type or print) Mabel Oma Beach DEATH 
5. SEX 6. COLOR OR RACE |7. NEVER MARRIED [-]| 8. DATE OF BIRTH 3 t type IFUNDER von | UNDER 24 HRS. 
"aie 
3 yn. 


Female wate wiooweo [J owvorceo) | 3 =L1lH1929 ig) deal [age Ba 


Housewife iad by 
13. FATHER'S NAME v4, MOTHER'S MAIDEN NAME 


Clarence Moreland Venable Katherine Rosette 


10g, USUAL OCCUPATION {Give kind of work ii KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) hi CITIZEN OF WHAT COUNTRY? 


during mos? of working life, even if retired) 
At home Virginaa U.Sshe | 


no None 


f I Tine for (0), {b}. ond (c). t INTERVAL BETWEE 
18. CAUSE OF DEATH [Enter only ane couse per line for (0), (b}. ond {c).] INTERVAL BETWEEN, 


Mai PEAT MEDIATE CAUSE (o) Suffocation (during an epileptic seizure) ____|minutes _ 


ow : DUE 
ws TO 


. if ony, which % 

F Z i 
gove rise to immediate couse 
{0), stating the underlying( CUETO 
soute lost. (eh ee = 


PART H, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING To DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. S AUTOPSY _ 
C,.B.S.asso.with convulsive disorder without qualifying phrase SR) NOT] 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? ii SOCIAL SECURITY NO. |17, INFORMANT Addren 


Tien, ne, er unknown) yy 79%, give wor oF dates of service} fat Hospital record __—Sykesville,Maryland. _ 


200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port Far Port 11 of item 18.) 
PRIMARY () ar CONTRIBUTING (1 
CAUSE OF DEATH. 


0c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED |20c. PLACE OF INJURY (Home, form, 120F. (City or town) (County) (Store) 
ole Me de besitg Teer aaa foctory, steel, office bldg., etc.) | 
p.m, of wark [[} of work ' 


21. V certify that | taok charge of the remains described abave, held an Autapsy [_], Inspectian (2. inquiry FE, and in my 
apinion death resulted fram: Natural causes [J], Accident 0. Suicide [J], Hamicide 0. Undetermined manner im 


sea Wiored) —, 
SIGNATURE_ he ty ch O-T mo. CHIEF MEDICAL EXAMINER () 


— : « a ef ASSISTANT MEDICAL EXAMINER [7] 
NAME {T, Sam Es ) i” M ARS DEPUTY MEDICAL EXAMINERS a Of [yg 


Tio. BURIAL, ron | @ DATE THEREOF fe “NAME OF CEMETERY OR CREMATORY Wid. LOCATION (Cily, town, or county) —SSs«(Stote) 
is 


Sete eh 6/9 9/1960 _ Cedar Hill Cemetery uitland Rd.Pr. Goo: Co.,Mds 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 240. REC'D SY REGISTRAR ‘2am, REGISTRARS SIGNATURE 


W.W.Chambers Co. 517--llth St.S.E.Wash DC cate JUN 8 '60 Otten £ Kaus “4 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 


67 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 06747 
8 saa Lee OF DEATH R 3 
1 et oh DEATH | i hte 2, USUAL ariel vrei od If institution: Residence befare 


¢ gdmission) 
o. Ct ‘a. STATI b. COUNTY if 
MARYLAND 
Carre [I 
b. CITY OR TOWN [if outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY ORAOWN (If outside corporote limits, write RURAL and give nearest lown) 
RAL and give, ane rest town) 4 : x 
mer A i sy AY kK 3 Ax 
AME OF any s ears eae i @. 15 RESIDENCE 
9 OR iNsrity eh a ON A i ae 
Mar 3 ps lean? / yes (] No 
. NAME OF First Middle x A Yeor 
(Type or print) ohn — DEATH June 8 9 60 


$. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [1] |8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 24 HRS. 
last ee Months! Days | Hours | Min. 


Male white _|woowo ey oworceo | fo Tan (PEO bb50 


10a, USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE {State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during mast of working life, even if retire 
4 : = Kerschornaws Dt Mep. BeLfo - 4d» 


13. FATHER'S NAME 14. MOTHER'S MAIBEN NAME 


Jes efh fare _/ “4 
1s. WAS ECE ae IN U, $. Book wast 16, SOCIAL SECURITY NO. |17, INFORMANT 
(Yes, no, oF ugknown) {IE yes, give wor or dates of service) « 5 
io | Ena patent Mlle Foph 
a a ONSET AND DEATH 


d with 


wh fie: deci tagadt 


ly filled in by the funeral dir 


ages 1 and 2 shavid be fi 


‘after death. 


18, CAUSE OF DEATH [Enter ‘only one couse per_line far (a), (b), and {e}-} ‘ 
PART I. DEATH WAS CAUSED BY: b CS eee Ay dennng 
2 IMMEDIATE CAUSE (0) sation, 4 phi Ngee , 
60 OX DUE TO * ‘ y 
Canditions, if ony, which oy al ladlia Hn bhlew AMltrAkh , Gime 


gave rise to immediate c " 
couse (a). stoting the under- ( DUE TO be 
lying couse lost. a 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) /19. pices AUTOPSY 


Then please remave carban pape; 


—— 


‘ 


FORMED? 


yes] no 


The law requires that the death certificate be executed within 24 


200. ACCIDENT WAS_UNDERLYING (1) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, INJURY OCCURRED — | 20e. PLACE OF INJURY [Home, farm, | 20f. (City or fawn) (County} (State) 
Hour 0. m, Not whi factory, street, office bldg., etc.) ! 


p.m. jot wark [] ot wark [7] 


21. 1 certify that (I) (this haspital) attended the deceased animes phe _ 192%, that (t} (we} last 
saw the deceased alive an_ 3. = ond that death accurred od ik Fflom ae and on the date stated abave. 


Ta. SIGNATUR' 2. DATE 
ATTENDING MED. STAFF SIGNED 
ABA Ae ye‘ M.D. | PHYS. DIRECTOR CJ PHYS ey 


22c, PHYSICIAN'S 22d, ADDRESS 
NAME (Type) 


MEDICAL CERTIFICATION 


d by the haspital ar attending physician. 


R ATTENDING PHYSICIAN 


@ 


may be re 


the State Board of Health prior ta burial, cremation, ar remaval, and in ony event, within 72 hay; 


page 3 shauld be detached far use as the burial-tronsit permit. 


230, repay CREMATION, | 23b. DATE THEREOF Peau Cod OF CEMETERY hee 23d. LOCATION (City, town, or county) 


Taunt Ito |fhuG Cem * Be lto 2 


24, FUNERAL RECTOR, SYGNATURE ADDRESS: 250. REC’ RE: kr) 
[OY dor titex ches Bent Md. lone SUN'S 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


6782 CERTIFICATE OF DEATH 


2. USUAL RESIDENCE (Whore decoosed lived. IF institution: 
MARYLAND a i COUNTY 


write | c. ea Meg &y outside comporote jimits, Cette, RURAL ond give nearest town) 


ol 


Page 4 


fter death. 


JAME OF HOSPITAL (If g6t in hospitol, give street address) e. IS RESIDENCE 
“OR INSTITUTION ON A FARM? 


yes Nog 


* BeCeAStD Ss NEU. ‘ ae = 
(Type or print) EFE XE AS 4 WG (4 
OR 7. MARRIED [_] NEVER MARRIED Lie of 


6 


te has been signed by the attending physician and completely filled in by the funeral director, 


DL 9 NEL 9. E (In yeors {IF UNDER 1 YEAR| IF UNDER 24 HRS. 


S. SEX 6. CO R RACE | 7. i 
a Z POS birthgoy) [Months] Days | Hours Min. 
5 winowen a —_DvorceD [] A ee 


100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY [ 11. maeTE (Stote or foreigg country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working lifg/ even if retired) S/. <a 
= < AA é 


Pages 1 and 2 shavld be filed with 


|, ond in any event, within 72 hours after death. 


CVE LL 


13. HER'S NAM) 4 4, THER'S MAIDEN, E. 
yoifide Yor) 
E/ WAS DECEASED EVER IN U. S, ARMED FORCES? |16, “Yont SECURITY NO. | 17. INFORMANT cs 
fas, no, of Gnknown) {If yes, give wor or dale: of service) 
ee a cen oy 


eas 
INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per EEE: for (0), (b), ond (c)-] INTERVAL BETWEEN 


PART 1, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


tL fi DUE TO 


a (j 
Conditions, if ony, WI (b As 


gove rise to immediote 


Then please remave carbon papers. 


PERFORMED? 


yes) No] 


couse (0), stoting the under- 
lying couse lost. So ba — 
Paar I], OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUY NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Fir 
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20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


}20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, oie ae (City or town) (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bldg., 
p.m, 19 Jat work [[] ot work 


MEDICAL CERTIFICATION, 


After this certifi 
poge 3 shauld be detached for use as the burial-tronsit permit. 


21.1 certify that (1) (this haspital) attended the deceased fram. IGE, that (I) (we) last 


5 V4 
saw the deceased alive an_Z 4 Aprt wee, and that death eid aoe fem the causes and an the date stated abave. 
20. SIGNATURE 


7 RAE (pe) ee 
(Type) A 
Ly WARK D "Wc SSVI L Ee, 
Ba. BURIAL, CREMATION! - DATE THEREOF , ‘23c. NAME OF CEMETERY OR CRGMMPORY 23d, 4OCATION (City, toyn, or county] (Stote) 
AL (Specify) = 2 S~G GO La 
be thdtey 


BK. SIGNATURE }- hails « 25b. REGISTRARS SIGNATURE 
-Lopfacle , BHA, Onttnn £ Hansa 


by the haspital or ottending physician. 


ATTENDING PHYSICIAN 


* 
TO FUNERAL DIRECTOR 


the State Board af Health priar to buriol, cremation, ar remova 


may be re 


TO HOSPIT| 


wee 
as 
=> 
2a 
a 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 6 6 v4 4 ce) 
‘ 


6783 CERTIFICATE OF DEATH 


. PLACE OF pear 2, USUAL IDENCE (Where deceased lived. If institution: Residence befgre admission) 
a, COUNTY arroll MARYLAND ©. STATE Aan b, COUNTY 


b. CITY OR TOWN (IF outside corporate limits, write | c. LENGTH OF STAY IN 1b . CITY OR TOWN (If outside carporote limits, write RURAL and give Kearest town} 
RURAL ond give nearest tawn) 


Sykesville 7, si TOW AN 


d. NAME OF HOSPITAL (If nat in hospital, give street address) ). ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


prinefield ate Hosnita yes [] NO 


|. NAME OF First Middle Lost 4. DATE Month Day Year 
DECEASED oF 
DEATH 19 


(Type or print) Alpheus Wilson 


. SEX 6. COLOR.OR RACE |7. MARRIED fl] NEVER MARRIED ANG BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


fa lost bysthdoy) [Months] Do: Hi Min, 
ae wipowep [J DIVORCED =m ys | Hours in 


10a, USUAL OCCUPATION (Give kind af wark done] 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign caunt 12. CITIZEN OF WHAT COUNTRY? 


during mast of working life, even if retired) 
Dispatche WeaAnsiT FA EY LAW IN U.S.Ae 
14. MOTHER'S MAIDEN NAME 


13. FATHER'S NAME 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yes, no, or unknown) | UF yes, give wor i dates of service) 


18. CAUSE OF DEATH [Enter only one couse per line far (9), (b), ond (c}.] INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: 


EI 
IMMEDIATE CAUSE (}_Arterd osclerotic Cardiovascular disease Years 
hy DUE TO 
3 
Contig tome ae )_Bronchopneumonia Days 


gove rise to immediate 
couse (0), stoting the under. ¢ OVE TO 
tying couse last. e 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOFSY 
BS associated with erebra arterios ero 5,with psycho e igo I) 


20a. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature ‘of injury in Part For Part I! of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ol 


after death. Page 4 


@ 
— 
7 


Pages 1 and 2 should be filed with 


ours after death. 


Then please remove carban papers. 


20c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour 9, m. While Nowhile, foctory, street, office bidg., etc.) | 
| 


p.m. 19 lot work [7] at work 


21.1 certify that (I) (this hospital) attended the deceased from. May. 32_.____. 1960, to. June IT. , 19.60, that (1) (we) last 


saw th ceased alive an_ dune TT __ 1960... and that death accurred oth. 3%, Btn the causes and on the date stated abave. 
Te. COMATYRE ~ 2b. DATE 


* ATTENDING MED. STAFF 
M.D. | PHYS. 0 pirector O PHYS. $¢) 


MEDICAL CERTIFICATION. 


5 
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ie 
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ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 h 


by the hospital ar attending physician. 


2c. PHYSICIAN'S 
NAME (Type) 


REMQYAL (Specify) , 


Were SIG fbed. vd ‘ADDRESS. ‘ Ad. BY so fo ee atom Ee b.. 
[ANA MALE Lh pons AGHA VA DAYUN 1 4 '60 nthun f fiw 


the State Board of Health priar to burial, cremation, or remaval, and in any event, within 72 


poge 3 shauld be detached for use as the buriol-transit permit. 


may be ¢ 


TO HOSPI' 


@: 
@ TO FUNERAL DIRECTOR 


230. BURIAL, CREMATION, | 23b. DATE THEREOF ‘Zc, NAME OF CEMETERY OR CREMATORY 23d. PIA (City, town, or county) Store) 


=> 
2 
a 


=< 
aa 
bors 


=) 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


6724 CERTIFICATE OF DEATH 


1 oe eae 2. USUAL RESIDENCE (Wher deceased lived. If institution: Residence before admjssion) 
o. COl J 9. b. COUNTY 
MARYLAND 
WLAAb- WZA Le 
b. CITY OR TOWN [If outside corpogate limits, write | c. LENGTH OF STAY IN 1b SITY OR TOWN (IF outside corpogate limits, write RURAL ond give nearest town) 
ARAL ond g jve nearesysdwn) “7 ff 4 t 
Mactap. Ci-tnypgaul ofA 
ess 


d. NAME OF HOSPITAL (hot in hospital, give street addr d. STREET ADDRESS @. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
ves (] No $a 


3. NAME OF First iddle 4. DATE Doy cor 
(Type or print) WELMILE EF oA WN DEATH xe 1@Oo 
7. MARRIED, 


5. SEX 2 6. “ww A RACE &: MARRIED. o 8. D. ‘OF BIRTH ‘AGE {In years |IF UNDER 1 YEAR! IF UNDER 24 HRS. 


fost birthdoy) [Months] -p. = ra 
ai ‘ wioowepF]} —ovvorceo GQ] | B-ZO - /f 93 7. jonths] Doys | Hours | Min. 


10a. USUAL OCCUPATION (Give Zi) of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 112. CITIZEN OF WHAT COUNTRY? 
uring ost of warking life, even if retired} 


(YE arc$g 7 A PL ie 


13. FATHER'S NAME 14. MOTHER'S. MAIDEN N. 


ee? 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. by utae) Address 


Yes, no, or unknown) Iif yes, give war or dates of service) 
ti) _| ne) J. Lien. an ae 
18. CAUSE OF DEATH [Enter only one couse pgr line AOE < 0}, (b), ond (€). cry 
1 iat wae Ze = 
ie ° ‘i : 


- DUE To 
Matha | if ony. hich wv Arle bore i “yang tess 


gove rise to immediote 


couse (a), stoting the under ( OUE TO 7, 
lying couse lost. (c). pee iS 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH | = DEATH BUT NOT RELATED TO THE TERMINAL DISEASE C 


MARYLAND STATE DEPARTMENT OF HEALTH 0 6 vas ry 
{5 


fter death. Poge 4 


£ 


TO FUNERAL DIRECTOR: After this certificate hos been signed by the attending physician and completely filled in by the funerol director, 


Poges ] and 2 should be filed with 


72 hours ofter death. 


Then pleose remave carbon papers. 


], cremotion, or removal, ond in any even; 


a; 
PERFORMED? 


yes] NO oO 


20a. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING EJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, {20 (City or town) (County) (State) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
p.m. 19 lot work [] ot work [J H 


21. | certify thot (I) (this hospitol) offanded the deceased from. L955. 1Q___ ..to Be FI es, WFD that (I) (we) fast 
lu 


saw the deceased, alive on. A_ dees ve. ond thot deoth occurred ot ZZ, from the ¢¢ 


MEDICAL CERTIFICATION 


ses and on the date stoted above. 
22. DATE 


ATTENDING ED. STAFF ; - SIGNED 
M.D. | PHYS. DIRECTOR PHYS. G-25-G0 
22d. ADDRESS 


Z- 
BES yee E. pbb | heswihe, Mor 


23a. BURIAL, SHON: 23b, DATE THEREOF 2 NAI F iSESELer iy 

BaMOVAL [Speci 

iitia b-2G9 = 68 

24, POS fOR'S SIG! See 25c. REC'D BY RE 
BA Zo 
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by the hospital ar attending physician. 


& 


moy be re’ 


Page 3 should be detached for use os the burial-transit permit. 


the State Board of Health prior to buri 


TO HOSPIT, 


=< 

a 
a 
Sz 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ) Shae 
6785 CERTIFICATE OF DEATH 675% 


Reg. Dist. No. 


a 
j 
) 


+! es 

& 3 = Ne LN eee 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 

2 28 2. 5 saktianb 0, STATE ie b. COUNTY 

£6 8 b. CITY OR TOWN (IF outside corporote limits, write ]c, LENGTH OF STAY IN Ib R TOWN (If outside corporote limits, write RURAL ond give nearest town) 

8 5 RURAL and give nearest tawn) ‘ 

paeoe Wee Dh BRINE MD- OD BiNE, SID 

£ 22 d. NAME OF HOSPITAL (iF nat inthaspital, give street address) d. STREET ADDRESS. 7 e. IS RESIDENCE 
eS, OR INSTITUTION . ww iD ON A FARM? 
ae x. Ip. wTe "Lh Wat LOWE, 1970: ves @ NoO 
ce 

= =6 3. NAME OF lost 4. DATE Month Day Yeor 
Rr DECEASED OF 
ee orn lira i CARTER eee J Unk 4 960 
s 2 MARRIED [] NEVER MARRIED [7 j8- DATE OF BIRTH 9. AGE {In yeors TF UNGER VYEAR| IF UNDER 24 HRS. 


lost bitthdoy) [Months] Doys | Hours] Min, 


WIDOWED [i Divorced [] NALS €: wn iT 7 


10a, USUAL OCCUPATION {Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of warking life, even if retired) 
LevsE WORK - me PPR YA tO. ae -S, 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


t 


7 
on. Kipp PERRET S. Pike 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT , Address A 
eneruy Kir sévicnt-Wo0ooGivk£, 710, 


[¥es, no, or unknown) | Alf yes, give wor or dates of service) 
1B. CAUSE OF DEATH [Enter only ane cause per line for (0), (6), ond (c)-] INTERVAL BETWEEN 
, PART |. DEATH WAS CAUSED BY: oe ait at ONSET AND DEATH 
na IMMEDIATE CAUSE (0) MBAf ff Cth area 
ay ra) f  DUETO 


ans, iFony, Les o_ Materiel or vA VAR ae eZ daz. 
i 


Con. 


gave rise to immediote 


couse (a), stating the under. ( CUETO \ 1 \ 
lying couse last. (a . Oo”, nied F 
Part Il. OTHER SIGNIFICANT INDITIONK, CONTRIBUTING TO. TH, RUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. WAS AUTOPSY 
7 “p PERFORMED? 
s BQ OR an , ves] No [t] 


200, ACCIDENT WAS UNDERLYING []. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 
Hour o. m. While Not while 
p.m. lat work [[] at work [J] 


21. I certify that | attended the deceased fram. Mel 1G. 196.2, toe AF \9fheAhat | last saw the deceased 
ae Mya eS ae WB-2_, and that death accurred at. Z SM, from the causes and an the date stated abave, 


ADDRESS (Street, city or town, stote’ DATE SIGNED 
SUA ne aaa! CVhtuhredun, 37 Canbiol Mee. 
momma Cte A Ohad mcr. Sz4 


ian. 


The law requires thot the death certificate be executed within 24 


ficate has been signed by the attending physician ond cg 


2 oe Be ee. 
208. PLACE OF INJURY (Home, farm, |20F, (City or & ae = 
foctory, sreet, office bidg., lc.) | ayers, tawny {Caunty) tote) 

' 


MEDICAL CERTIFICATION, 


is certi 


Ww 


After thi 
page 3 shauld be detoched far use as the burial-transit permit. Then please remave corbon 


by the hospital ar attending physic 


ATTENDING PHYSICIAN 


ad 
TO FUNERAL DIRECTOR: 


the registror prior ta burial, cremation, or removal, and in any event within 72 hours after deb 


ee? 

& 3 220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Tic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 
Os REMOVAL (Specify) é € y 

me L700 AL. Za WE GC peve ALTO CO, FD. 

= 23. FUNERAL ys VS Si TU ADDRESS 2aa. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
i E-Aonever)-P6/EGelercl Goer joo JN 7 "0| Ctr £ Hanus 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


___G 7QMEDICAL EXAMINER'S CERTIFICATE OF DEATH 062752 


. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If inslitulion: Residence before edmission} 
PAM a, STATE b, COUNTY 


MARYLAND Maryland Carroll 


|b. CITY OR TOWN {if ou porate limi TS ee ‘OF STAY IN Ib ¢. CITY OR TOWN lf outside corporate limits, write RURAL and give nearest fown) 
write RURAL and give | 


id 
Westminster 15 Jte—* | x Westminster _ 
ieét eddress) 


~d. NAME OF HOSPITAL OR INSTITUTION (if not In ae give st e _d. STREET ADDRESS a, IS RESIDENCE 


ON A FARM? 
par Route 7 | wees! ie. a) Rowse’ 7, ‘ ves |] No = 
3. NAME OF — Middle a Day Year z 


DECEASED fo) 
tye ori ROYER COLEMAN | 8 19 60 
"Sgsex ~-|6. COLOR OR RACE] 7 aprieD FYNEVER MARRIED Dl]! DATE OF 4 Ry ~_[9. AGE (In years /IF UNDER T YEAR) IF UNDER 24 HRS. 


last tae Renee Dae (| A rain, 
Male White | woow “pyvorctD [J 29 40/7 a hie) jh} ih ew 
tk Bret 


UAL OCCUPATION — kind of work 4 IND OF BUSINESS OR OUT ‘or forsign sil - 12, CITIZEN OF WHAT COUNTRY? 


Path, daa Viele | Cone be Bal LL. 


Urey 14, MOTHER'S MAIDEN wee 
ns ‘WAS Leger, fas FoRcEs? 16. EAE INFORMA cae. MCP EGE A — = 
‘es, poyor unkown) | (Iyesgiye warordatasof servicg)| - ape . 
Wee hap ndecge 2! Dy he -Coeerin, LPT atassatte, dj KOPF 


| CAUSE OF DEATH [Enlar only one cadte per line for (e), (b), end (c).] INTERVAL BETWEEN 
ONSET AND DEATH 


= 
=” —_ 
on 


ealth, 


PM3. Page 5 may be retained for your files. 
ages 1 and 2 with the State Bo; 


in Item 18. Give Pages 1, 2, and 3 to the funeral director. Page 


PART: DEATIAMEDIATE CAUSE e)__ COFOnary occlusion — 


‘ } ¢ (" vveto 


Conditions, if any, which w_Arteriosclerotic heart disease_ 


gava rise lo immediata cause 
(a), stating tha underlying DUE TO 
cause last, -_s e y | 


~ PART i OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE “TERMINAL DISEASE CONDITION GIVEN IN PART Tle) 19, WAS SY 
PERFORMED? 


20s. EXTERNAL CAUSE WAS ~ | 20b, DESCRIBE HOW INJURY OCCURED. (Enter nature of injury In Part | or Part Il of item 18.) 
PRIMARY [] or CONTRIBUTING [J 
‘CAUSE OF DEATH. 


20c. TIME OF INJURY | Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, “20f. (City or town) (County) ~ (State) 
Hour e.m. While __Not While factory, street, offica bldg. ei | ! 
at work [_] at work 


ing the word “pending” in pen: 
4 should be forwarded to the Chief Medical Examiner’s Office along with form 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. Fil 


‘ior to burial, a and in any 


MEDICAL CERTIFICATION 


p.m. 19 
21. I certify that | took charge of the remains described above, held an Autopsy fk]. ara ina} Inquiry im) and in my opinion 
death resulted from: _Natural 5 i |. Suicide ‘heal! Homicide oO Undetermined manner | 
CHIEF MEDICAL EXAMINER [_] 
ASSISTANT MEDICAL EXAMINER PX] DATE SIGNED 
6/8/60 
sath Manvath DEPUTY MEDICAL EXAMINER [_] / / 


NAME (Type) e Bradley King, Ire, MaDharos (street, city, town, or county) 7 Ty 
. BURIAL, CREMATION,| 22b. DATE THEREOF = | 22e. NAME OF F CEMETERY OR CREMATORY 22d, LOCATION (City, town, or country) {(Stete) 
; - 4 


MOVAL (Specify) A - bp 
ADDRESS 


Lima tele 


SIGNATURE MOD. 


please execute the certificate, wri 


or its designated agent, pri 
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1 


with 


fter death. Poge 4 


a 
W 


a 


ate has been signed by the attending physician and completely filled in by the funeral directar, 
Pages 1 and 2 shoul: 


gurs after death. 


Then please remave cagbon papers 


cremation, ar removal, ond in any event, wj 


ATTENDING PHYSICIAN: The !aw requires thot the death certificate be executed within 24 ho 
e buriot-transit permit. 


by the haspitol or attending physicion. 


@ 


FUNERAL DIRECTOR: After this cer! 


page 3 should be detached for use a: 
the Stote Board of Health prior ta burial, 


may be r 
“ TO 


ois. 


TO HOSPIT, 


=<s 
Zs 
=> 
22 
oe 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


6787 CERTIFICATE OF DEATH 06753 


1, PLACE OF DEAT! 2. USUAL cP R TANS oo lived. If institution, tT ie ois: sa 
eeGuNT "CARROLL maaan 0. STATE b. COUNTY BON 
b. iy oe en (If outside corporote limits, write c, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
URAL ond give neorest town) nis —~ >, wy 
SYKESVILLE 10 weeks; STIVER SPRING 15 30+ 
d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION oe ; ON A FARM? 
SPRING FIELD STATE H OSPIT AL 7 29 ARGY’LE ROAD yes [] NO: 
3. Ciao First Middle Lost 4. Ri Month Day Yeor 
{Type or print) FLORENCE JULIA COOPER’ DEATH JWE h 19 6@ 
$. SEX 6. COLOR OR RACE ]7. MARRIED (] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. pacer If UNDER 1 YEAR] IF UNDER 24 HRS. 
or YY Month: Do; He Min, 
Female White wiboweD (fF divorced [] 11-286: vi) ead Ne tas Dare [gers in 


10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, eyen if retired) 


11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


“ex Housekeeper & Child Care NEW Y ‘ORK U.S. A 
13. FATDER'S NAME 14, MOTHER'S MAIDEN NAME 
Daniel Schu ler Elizabeth McMichael 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
“tino (oO) 9 B7_96..8017Frank J. Cooper, 729 Argyle Road,Silver Spring 
18. CAUSE OF DEATH [Enter only one couse pq line for (0), (b), ond (c).] INTERVAL BETWEEN 


PaRT I. DEATH was causeo ay. Inaretion of myocardium due to arteriosclerotic 


IMMEDIATE CAUSE (0) 
4 2 t puto. coronary thrombos is 
ards Teor wy Ae5- C.V.Disease with arterial hypertension years: 


gove rise to immediote 

couse (0), stoting the under. ( DUE TO 

lying couse lost. (c) 
z Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTORSY 
ee 
° ves [] Now| 
© | 200. ACCIDENT w. DERLYING (TRO ] 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
& | OR CONTRIBUTIN ‘AUSE OF DEATH 
G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& |20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
rt Hour 0. m. While Not while foctory, street, office bldg., etc.) ! 
= pom. 19 lot work ["] ot work [1] : { 

21.1 certify that (I) {this hogpitgl) attended tempore fram. g ee Shep - 19_..., that (I) (we) last 

. sea itl . 
saw the deceased alive an___=______-____- 19--.., and that death accurred at”? _” ee the causes and an the date stated abave. 
20, SIGNATURE 7b, DATE 
Z ware K Lex atu ATTENDING MED, STAFF = SIGNED 
\ M.D. | PHYS O Director OPHys. Cl 6-1:-2960 
‘22c. PHYSICIAN'S. 22d. ADDRESS 
NAME (Type) = me TATE > A rE KESV IEE 
Pe) pero ff. KLAATSCH /7D. | SPRINGFIELD STATE 4688 Py 7AL SM 

Tia. BURIAL, CREMATION, | 73b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (tote) 

REMOVAI tad 
CREMATION” | 6/4/60 T. LINCOLN CREMATORY PRINCE GEO. COUNTY, MARYLAND 

CTOR’S S A 250. REC'D BY REGISTRAR | 2Sb, REGISTRAR'S SIGNATURE 
WS Biieny, Inc, “Bitver sprinc, mp.|* 60 cs 7 
edie eZ thl a oxdUN 9 than df Hine 


— 


%* 


= 


as 


@ death. Page 4 


signed by the attending physician and completely filled in by the funeral director, 
Pages 1 ond 2 shauld be filed with 


i, withty, 72 hours ofter death. 


carbon popers. 


Then please rey 


Q 


ng physician. 


ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 h 
RECTOR: After this certificate has bee: 


d by the haspital ar often 


: 


the State Board of Health prior to burial, cremation, ar removal, ond in any ey 


page 3 shauld be detoched for use as the burial-transit permit. 


TO HOSPIT, 
may be reve 
TO FUNERAL 


rr 
o— 
x 


ae 
2 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND (f 6 7 5 ft 
6728 CERTIFICATE OF DEATH 
1 please feet lk 2 Ley ed (Where deceosed lived. If institution: Residence before admission) 
e 0 b. COUNTY 
ee “Maryland Anne Arundel 
b. CITY OR TOWN [If outside carporate limits, write | c, LENGTH OF STAY tN 1b c, CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) AD - 
, * . Smos. 9dy. West Annapolis ed LO he 
d. NAMI OF HOSPITAL {If not in hospital, give street aie d. STREET ADDRESS: e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 110 Forbes Street ves Q)_ No) 
z DECEASED First Middle tost 4 a Manth Doy Yeor 
(ype or print William Howard Davis DEATH June 19 1960 
5. SEX . COLOR OR RACE |7. MARRIED [Jf NEVER MARRIED [7 | 8. DATE OF BIRTH 9. AGE Tacs IF UNDER 1 YEAR] IF UNDER 24 HRS. 
irthday| Month: jin. 
Male White widowed [J pvorceo tc] dune 15, 1904 ‘Se Pee ae ele alee 
10a, USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
arpenter Rs Sana ae Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
William Davis Lola Blanche Ward 
oes WAS Ciel lle EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
fax. 90, oF unknown} UF yes, give wor or dates of service) * 
6 |) =aso—= 214-05-0965 | Springfield Hospital Records, Sykesville, Md. 


18, CAUSE OF DEATH [Enter only ane couse per line far (a}, (b}, and (c}.] 


PART |, DEATH WAS CAUSED BY: 
} IMMEDIATE CAUSE (a! Carein oma_of mediastinum 


INTERVAL BETWEEN 
(ONSET AND DEATH 


Months 


DUE TO 


Conditions, if@ay” which tb) 
gave rise to immediote 

couse (a), stating the under. DUE TO 
lying couse last. (¢) 


Pat I. OTHER StGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 
bere 


Schizophrenic Reaction, paranoid type, Pulmonary PERFORMED? 


yes] Not] 
200. ACCIDENT WAS UNDERLYING 1) 

OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 1B.) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 


Hour o. m. While Nat while 
p.m. at work [[] at wark 


20e. PLACE OF INJURY (Home, form, | 20f. (City or town} 
factory, street, office bldg., etc. 1 


(County) (State) 


MEDICAL CERTIFICATION 


60 


VETODET 1 19 98 toe AS 47 «+ 19S¥_, that (I) (we) lost 


owes |, fram fhe causes and an the dote stated abave. 
2b. DATE 


} mo. [ane oy Biron BAS. June 19, 1960" 
Geist aN 22d, ADDRESS 
—— Bilis S. Margolin, M.D. pringfield State Hospital, Sykesville, MD, 


23b, DATE THEREOF 


0” |\O-22- bo 
IRECTOR'S. I. Jeu ODRESS Lf. 25a. REC'D BY REGISTRAR 
i ony Pee pare JUN 22°60 


yt INAME OF CEMETERY REMATORY 23d. LOY ION (City. town, or county} 


By 
ASTRAR'S SIGNATURE 


Onitun £ Mash 


ond 


6789 © 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS ~—— BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


(6795 


10a. USUAL OCCUPATION (Give kind of work done! 
during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


* ve 
S a TE BOe bear 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
2 o °. : b. COUNTY v4 
Theis Carroll ABD Maryland Dorchester 
£ Peg B. CITY OR TOWN [If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside carporale limits, wrile RURAL and give nearest town} 
8 RURAL ond give nearest town} OGY. 
ee Henryton 221 days Rhodesdale OFX 
re) ode d. NAME OF HOSPITAL (If not in hospilal, give stree! address) d. STREET ADDRESS . IS RESIDENCE 
>! 6 - q OR INSTITUTION ON_A FARM’ 
, 2 a 03 Henryton State Hospital ves DK NO] 
£6 . NAME OF First Middle Lost 4. DATE Month Doy Yeor 
-. DECEASED» ol 
as (Type or print) Samuel Irvin Deckins | «mH June 16 1960 
bey 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= é birthday) [Months] Days | Hours] Min. 
€ Male Negro wipoweD FX owvorceo(] | June 3 f 1891 yrs. 
g 
2 


Unemployed 


10b. KIND OF BUSINESS OR iis, BIRTHPLACE (Stote or foreign country} 


Maryland 


13. FATHER'S NAME 


Steve Docking 


14. MOTHER'S MAIDEN NAME 
Ida Farrar 


U. S. Aw 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 


(Wes, no, of unknown) | (IF yes. give wor or dates of service) 


No None 


16. SOCIAL SECURITY NO. 


17, INFORMANT 


Samuel I. Dockins-Pt. 


Address 


Rhodesdale, Maryland 


PART I. DEATH WAS CAUSED BY: 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] 
Cardiovascular insufficiency 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave corbon papers. 


60 


IMMEDIATE CAUSE (a). 
oe DUE TO 
Conditions, iffany, which 


Pulmonary hemorrhage 


p.m. jot work [] ot work 


ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hy 


Za BONATIREY 
C504 d. Wace, ihe) 


ATTENDING MED STAFF 
M.D. | PHYS. OO __birector PHYS. [J 


22b, DATE 


6-16-60 


= : ; 4 (b) 
5 gove rise to immediote DUE TO 
t cause (o}, stating the under- 
ges lying couse lost. o Far advanced pulmonary tuberculosis 
J § FF Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART }(a)|19, peace ie eM 
~ = 
= , s : ves(] No) 
s ( = | 20s. ACCIDENT WAS UNDERLYING 1 20b, DESCRIBE HOW INJURY OCCURRED, (Enter nature af injury in Port | or Port II of item 1B.) 
S & | OR CONTRIBUTING [J CAUSE OF DEATH 
§ G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 & ]20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 1 20F. (City ar town) (County) (Stote) 
5 6 Hour o. m. n While Not while foctory, street, office bldg., etc.) | 
3 = at 
i: 
8 
= 
e 
. 
> 
3 


‘2c. PHYSICIAN'S 


im 


22d. ADDRESS 


‘© FUNERAL DIRECTOR: After this certificate hos been signed by the attending physician and completely filled in by the funeral director, 
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o. MP)" Dp, Edgare M. Maculans, saad _Henryton, Maryland 
& 3B 23a. BURIAL, CREMATION, | 23b. DATE THEREOF 2BcN IE OF CEMETERY OR CREMATORY ¥ ATION (City, town, oycounty) (State) 
a ey Le@ Lorch ester B., WALA 
Foe ) | 24. EYNERA! / R 25a. R YREGISROR | 25b. REG/STRAR'S SIGNAT 

2 y 7 3 1 of, 
wage Qh eek Dp ., Coen chee Li oweghN 20°00. | Cott Peanut 


oe 


MARYLAND STATE DEPARTMENT OF HEALTH=BALTIMORE, 18 9 pu - 
CERTIFICATE OF DEATH Rey hel 


1. PLAGE OF DE 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission 
re ae tal MARYLAND y b. COUNTY Mitr 
b. CITY OR TOWN (if outside corporate limits, write |e. ne OF STAY IN tb || _c. CITY ORTOWN (IF outside corporate limits, write RURAL ond give nearest town) 
ey a x —Civee RS Oro, 
ZCEL cede = eee 1H 


d. NAME OF HOSPITAL (tf not in hospital, give street is) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION / ON A FARM? 


Vimy ves (] NOT] 


@ death. (aged 


After this certificate has been signed by the attending physician and campletely filled in by the funerol director, 


{ First Middle Last 4. DATE 


3. NAME OF 
tmoren AW VIE —A - FolLT 2 | tam 
ase 6. COLOR QR RACE |7. MARRIED] NEVER MARRIED [] pa ‘OF BIRTH 
WIDOWED pivorced [] lane ze- a Uf. 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 


d ost of working life, eypn if retired) 
(A Ci 


aes NAME 14. MOTHER'S MAIDEN 
5 Li) Kerk hables 


1S. § DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


{Yehe, or “24” give wor or dates of vervice) 
18. CAUSE OF DEATH [Enter only one couse wr far {a}, (b), and (e).] ee 
_ PART 1. DEATH WAS CAUSED BY: eG AA, yy 
Dy IMMEDIATE Cause lanes TF Ke 


awed = y yA DUE TO i 
Canditions, if ony, which : Sy te: 


gove rise to immediote 


couse (a), stoting the under- EO) 
lying couse last. () 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
PERFORMED? 
ves] NOD 


200. ACCIDENT NASD NORELYING Oo 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Pages 1 and 2 shauld be filed with 


carban papers. 


|. ¢remation, or removal, and in ony event withing2 holy: b ke death. 


Then pleose 


ms 
= 
4 
i 
= 
: 
vu 
= 
5 
3 
2 
g 
3 
2 
3 
i 
5 
4 
8 
£ 
° 
3 
3 
© 
= 
° 
= 
$ 
‘3 

o 
2 
z 
= 
2 
eS 
= 


2 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, us 120m. (City or town) (County) (Stole) 
Hour 9. m. While Not while factory, street, office bldg. etc. 
p.m. 19 lat work [] ot work (] “i 


 fetarde 1%, 192 that t last saw the deceased 


_M, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, state) DATE SIGNED 


ACL. STEAL / et 


d by the haspital ar attending physicion. 


: ATTENDING PHYSICIAN 
{ot 
TO FUNERAL DIRECTOR 


Nanetves) _M-C.Porterfield 


To. BURIAL, Seog N, % sy THERE Zc. NAME OF CEMETERY, OR CRE! 
EMOVALSpe i} 
a ! 
ig ay ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
4 Till oer 
1 Ate vaTtgJUN 2 0°60 Citar £ Minna 


Page 3 shauld be detached for use as the burial-transit permit. 


the registrar prior ta buri 


may be ri 


TO HOSPIT| 


go 


—_— 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


MARYLAND STATE DEPARTMENT OF HEALTH 0675 4 


ith 


|, PLACE OF DEATH - . 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) re 


o. COUN MARLAND 9. STATE b. COUNTY 


b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. iy OR TOWN (If outside corporate limits, write RURAL ond give nearest town} 
RURAL ond give neorest town) p 
8 Mos.6 days Balti O3% 
d. NAME OF HOSPITAL (If not in haspitot, give street address) d. STREET ADDRESS e. IS Is RESIDENCE 


OR INSTITUTION, 
Springfield Sta te Hosp, ves No 
i Middle lost 4. DATE Day Yeor 


DECEASED 


(Type or print) ___ Arthur Gerald GESELL Jr. DEATH 19 60 


S. SEX 6. COLOR OR RACE ] 7. MARRIED L] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {In years IF UNDER 1 YEAR] IF UNDER 24 HRS. 


white wiboweD [7] DIVORCED Ga) 9-3-07 3a yrs. 


Ma 
10a. USUAL OCCUPATION (Give kind af wark dane| 10. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during mast af working life, even if retired) 


Welder . : 2 os 


fter death. Page 4 


@ 


lled in by the funeral director, 


Pages 1 and 2 shauld be fil 


72 haurs after death. 


13. FATHER’S NAME 


Israel 


Louise 
1s. WAS DECEREED EVER IN U. .. “ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yes, no. of unknown) (UF yes, give war or dates of service) 
| ae 5 oringfield State Hosp. Records 


18. CAUSE OF DEATH [Enter only one couse per line for (a), {b), and (c)-] ONSEY A Bear 
ART |. DEATH WAS CAUSED BY: AS g- : nc? , earn poe A 


IMMEDIATE CAUSE (a! 
Conditions, if anys which wo rad 2, bie <j Ai oe) rad ah he A, Sia te ivee ( 


() = 
XQ. } DUE TO 
gave rise 10 immediate 1. 


cause (a), stoting the under- a my 1 
Packs Belicia te a AMeranty Ar Ve tpn Men past? 


Paar I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATETEUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/ 19. eae 


CRS A 1 2 i i 1 osis yes RR NOT) 
200. ACCIDENT WAS UNDERLYING ay 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 

OR CONTRIBUTING CJ CAUSE O} 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City ar tawn) (County) {Stote) 
Hour o.m. While Not while factory, street, office bldg., etc.) | 
pom, 19 [at wark [] at work [7] 1 


21. | certify that (I) (this haspital) attended the deceased fram._10=19=59. Tees to. 0-25-60... 19____, that (I) (we) last 
saw the deceased alive an.___6= 2560... Ve and that death accurred at337.Mafgom the causes and an the date stated above. 


7a, SIGNATURE” e (- RbDATE 
yd ; ATTENDING MED. STAFF fe (=r, 5 
we bee Ze LA AAG rarod M.D. | PHYS. DIRECTOR PHYS. ( ~ (en) 


22c. PHYSICIAN'S 72d. ADDRESS 


DEL Ellis Margolin | Springfield State Hosp, Sykesville, 


24d. LOCATION (City, tawn, ar county) (State) 


A > Tis 2S0. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
cate MUN 2 8 60 Ciittan of Faire 


Then pleose remave.carban papers. 


hysician. 


ing p 


MEDICAL CERTIFICATION 
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by the haspital ar attend 


@: 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely 


the State Board of Health prior ta burial, crematian, ar remaval, and in any ey, 


page 3 shauld be detached far use os the burial-transit permit. 


may be r 


TO HOSPIT 


<< 
2a 
Sa 


[tem 18 Film 274 11-14WARYUAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


6799 CERTIFICATE OF DEATH (16758 


oo 


1B. CAUSE OF DEATH [Enter anly ane couse per line far (0), (b), ond (c).] Suet Esty 
/Lears/ 


ran oe was se, /Padleiohiaty tuber eoeis;/ fA /aitvahioeds/ Ad¥sve’ 
2 a. ~ QUE TO 


th 
> 3 1 OR HY, ed Ss (Where deceased lived. 1f institutian: Residence befare admissian) 
8 8 a ce b, COUNTY ’ 
& 3 Carroll MARYLAND Maryland Balto.City 
= x) b. CITY OR TOWN (If autside carporate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN [IF autside carporate limits, write RURAL and give neares! town) 
8 5 RURAL and a nearest tawn) 2 
qed Sykesville 8mos. 27days Baltimore Vd | 
2 2 o) d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
co] = ey, OR INSTITUTION ON A FARM? 
: Springfield State Hospital 1703 Aliceanna Street VESTED NOL 
5 
£6 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
-. DECEASED © OF 
34 hos trevail William Gessler DEATH June 1 19 60 
es S. SEX 6. COLOR OR RACE 17. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE A ae ie YEAH IF UNDER 24 HRS. 
‘is lanths 3 | Ha Min. 
ra € Male White |wioowes oivorceo IX] Sept. 11, 1902 4 y urs in 
is ¢ 10a. USUAL OCCUPATION (Give kind af wark dane! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
95 rar 44e Bal of warking life, even if retired) 
re - Maryland U.S.A. 
8 & 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
£ I George Gessler Elle Fin 
8 ue WAS Pease’ Cerny U.S. ae fig doe 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
as, nO, nown} (if yes. give war or daten of service) 
£ No" | - - Springfield Hospital Records 
3 
H 
a 
@ 
§ 
es 
= 


Cc . ‘ ; ‘ : 
Conditions, if any, which w+. Arteriosclerotic cardiovascular disease 
gove rise ta immediate 
cause (a), stating the under: 


lying cause fost. @_2: Late latent syphilis. 


DUE TO 


ate has been signed by the attending physician and completely filled 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hi 


22d. ADDRESS 


© 


the State Board of Health prior to burial, crematian, ar removal, and in any ever 


» M.D. 


€ 

© 

& 
525 
See = 
E So Pagr ll. OTHER SIGNIFICANT CO} IONS.CONTRIBUIING TO DEATI Nor vc JE TERMINAL ASE CONDITION GIVEN IN PART 1(a)| 19. A ie AUTOPSY 
Ras Sic pSassociated with ateohoLism, with ‘p loede “reactions FORMED? 
a 3 .S: SC] No 
eich = 200. ACCIDENT WAS UNDERLYING O_ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port I or Port Il of item 1B.) 
co & | OR CONTRIBUTING CI CAUSE OF DEATH 
ese & | (IF EITHER, NOTIFY MEDICAL EXAMINER} 
sté & [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED — | 20e. PLACE OF INJURY |Home, farm, | 20f. (City ar tawn) (County) (Stote) 
529 a icra Wh Reavtot foctory, sfpeet, office bldg. etc.) | 
SE =z p.m. 19 |at work [] at wark =] ' 
a,8 
Ce i ge eee eee ieee ee I hcg ag ot eS 
£22 
2285 |) —Se_—_e—oOoO SSS 
=Sz 22b.DATE 
uated ATTENDING MED. STAFF (20) 
23 8 M.D. | PHYS. DIRECTOR PHYS. Kl 6/20 

2 

a 

3 

br 

o 

© 

S 

3 

a 


wx 
= 4 SAEs eee 
ase ib. DATE THEREOF ‘NAME/OF CEMETERY 23d. LO ity. lowrpor county) State) 
Cras (5 > 2D/ IG . i oe : 
Eo2 ead AIAG Yo “3 : a 
= -- - ~— 

& 2 ma. FUNERAL DIRECTOR'S SI [pce A 4 RES! So, (7 Oo. REC'D BY REGISTRAR 25b. REGISTRAR’S SIGNATURE 

é: 7 ) goons 3 JUN 27° 
‘Em 9/59) GE phere ae LB ld YZ [DATE 60 net of et 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () 6 an 
i. an 67.93 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 4 
pik DEPT. 1, PLACE OF DEATH ED Nee — 


' 2. USUAL RESIDENCE (Where deceoted lived. if institution: Residence before oavidiony 
. COUNTY 


Carroll o SAT Maryland ® COUNTY Allegany — 


B. CITY OR TOWN (i outside corporate fins, weite RURAL ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest tewn) 


ond give recrest town) 


Sykesville, Md 17 days Cumberland O/ ’ 


wy 4 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospito!, give street address) d. STREET ADDRESS. e IS RESIDENCE 


Springfield State Hospial = 325 Williams Street y ves] NOK 
3.NAMEOF First Middle low 4. DATE ? : 
DECEASED 
(Type + print) James Junior Hamilton 
3. SEX 6. COLOR OR RACE ]7. MARRIED [] NEVER MARRIED [-]]8. DATE OF BIRTH Poe TYEAR] IF UNDER 24 HRS. 
male white _|wioweof] _oworceoGt | 1-29- 21 uh pale walk ar 


10a. USUAL OCCUPATION ie ind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign i t ‘aie CITIZEN OF = COUNTRY? 


=x 


Page = 


ecessory, please 


\f any delay J 


Give Poges 1, 2, and 3 ta the fu 


during most of working Ii nif retired) 


Accpunting Cserk Maryland Cumberland 
19, FATHER’S NAME a 14. MOTHER'S MAIDEN NAME 


James H. Hamilton Bertie Margaret Taylor 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 


te. ne, ‘vo. | Woy ahs ten at aprvice) 2 y-1: 2-3 809. 3 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).) = INTERVAL BFIWEtn 


(ONSET AND DEATH 
yy PART I. DEATH WAS CAUSED BY. Suffocation by hanging 
/ by IMMEDIATE CAUSE (0) — 


tJ »  DUETO 
Conditions, if Pony, Mhich (o) 
gove rise to immediote cduse 


{o), sloting the underlying( PUETO 
couse lost. te) 


in pencil in Item, 18. 


PART fi, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING To TH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0}/19. wae AUTOPSY 
Schizophrenic reaction, chronic undifferentiated type very ac oe 


JAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part i of item 18.) 
or CONTRIBUTING (} 
By hamging 


CAUSE OF DEATH. 

0c, TIME OF INJURY Month, Day, Yeor _|20d. INJURY OCCURRED |20c. PLACE OF INJURY (Home, form, 120. (City er town) (Qin ister 
Boe eS) Sa Se oer ee eT Hospital. grounds, | ‘Sykesville, Carroll, Md. 

21. L certify that | took charge of the remains described obove, held an Autopsy [_], Inspection EK]. Inquiry &. ond in my 


opinion death resulted from: Naturol causes ce. Accident [[], Suicide &. Homicide [[]. Undetermined monner (_] 


SIGNATURE hig me: 3 Vinee) fap, CHIEF MEDICAL EXAMINER [] DATE SIGNED 


ASSISTANT MEDICAL EXAMINER [J 
Kamer) dames T, Marsh DEPUTY MEDICAL EXAMINER] 
220. BURIAL, CREMAI Zab. DATE THEREOF ~~Tade. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, of a a (State) 
Burra’ | June 12, 196D Mt. Herman Cemetery Allegany wie 9 ON Maryland _ 


ey ue | 


MEDICAL CERTIFICATION 


cate, writing the ward “pending 
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ar its designated agent, prior to burial, cremation. ar removal, and in any event within 72 hours after death. 


TO DEPUT 


Jaa. REC 'D BY REGISTRAR 


~ MARYLAND STATE DEPARTMENT OF HEALTH 


— 


21. | certify that (1) (thie haspital) attended the deceased fram. Sah 1 19PL_, that (1) (we) last 
19.60, and that death accurred M25. , fram the causes and an the date stated abave. 


2b. DATE 
ATTENDING MED. STAFF PEEP 
hl line, Lo M.D. | PHYS. DIRECTOR PHys O® 625265 


22d. ADDRESS 


ringfi 


oe: 


TO FUNERAL DIRECTOR: After this certi 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND f] 6 vi 6 ( 
\ CERTIFICATE OF DEATH 
~ cs 
& z ¥ 1. PLACE OF DEATH 7, USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
& £3 a county Carroll MARYLAND ™ Maryland 6 COUNT Frederick 125 
= Vee b. CITY OR TOWN (If outside carporate limits, write | c. LENGTH OF STAY IN Ib ©. CITY OR TOWN (if outside corporote limits, write RURAL ond give neorest town) 
fe po 
B 5s RURAL and give neorest town) 8,17 days rsville 5 ey 
> 32 Sykesville ’ Mye ‘OW 
ame i 3 = 2 ee 
- £ = I: Ee ae. (if nat in haspital, give street address) d. STREET ADDRESS: e. Bees 
. ‘Springfield State Hospital. Myersville, Maryland. ves] Noo 
ome ce 
os =e |. NAME OF First Middle Lost 4. DATE Month 1y Year 
a1 DECEASED F 
= 252 Tie er oval William Eugene Hauver BeatH 6 e ns 
< & 
iz ae 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [7] |8. DATE OF BIRTH oie ee ate TYEAR]IF UNDER 24 HRS. 
$ 3e. it! Hi Min. 
= Ge Male WIDOWEDIE] pivorceo] | 3=2—=1886 ry alo Days’ | “Hours in 
aes 
2 3 a Pa 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
2 835 during most of wo Spee We can raid) 
ove « |Schoo. ret ) Fred .Co.SchoolsMaryland U.S.A. 
8 - 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
6 ’ 
2 rey Thaddeus Hauver Charlotte Routzahmn 
Bn 
= = 8 2 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
5 Ree tan no. oF utinown) Le isas dice war or dete f service 
Shea Yes | 1917-28 none Hospitel recor@d Sykesville,Maryland 
«2 £ 
os ESE 18. CAUSE OF DEATH ad only one couse per fine for (a), (b), and (c}-] INTERVAL BETWEEN 
oe PART DEATH was cause BY: Byp Bays Bisel ANDDEATH 
Zoe 
tea IMMEDIATE CAUSE (0) onchopneumonia. 
-. Se DUE TO “ 
a eee * 
= Sete Condilions, if ony, ich (b} 
6 ges gove rise to immediote 
=e ges cause (a). stating the under. ( OUE TO . 
ge* 3 i lying couse last. q z 
S5PAB- SUE 2 Page It, BS, N’ TING TO DE T NQT RE "Say AL QISEASE GON: oT IN PART 1(0)]19. WAS AUTOPSY 
bgais | CBS,’ B88 with Cerebrat arterkdseierosis, with psychotio reactio Set 
26895 an) Ss YES, no 
rot i 4 
= 25 & 4 “su | S [ 200. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port § or Parl It of item 18.) 
Zoowd & | OR CONTRIBUTING [) CAUSE OF DEATH 
Zigf— & |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
s2 3 i 
3 3. = & 20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
ea 3 5 era. mi While Not white factory, street, office bidg., so i 
as a = p.m. lat work (_] at work 
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ee 
& £ ‘2c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county) + Ptate) 

> Pate 
a2 St. Paul's Lutheran |Myersville, Fred.Co.Mdy *. 
- ee 25a. REC'D BY REGISTRAR | 2Sb, REGISTRAR'S SIGNATURE ~ 
VR AIS [4) L Kura’ wc 
maes DATE jun 60 Cito £. = 


fier death. Page 4 
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IR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hi 


d by the haspital ar attending physician. 


TO FUNERAL DIRECTOR: After this certi 


3 Esician: d. ADDRESS 
bf 
=e Agustin del Campo, M.D Springfield Hospital, Sykesville, Md 
a 3 230. Be cope 23b, DATE THEREOF 23c. NAME OF CEMETERY GR-GREMATORY 23d. LOCATION (City, town, or county) (Stote) 
> eanevat(apeety —-G-£0 aap) , 
ae i &-F-éc CuK land On é 
2 24, FBNERAL DIRECTOR'S STONATURE ADDRESS | ] 250. REC'D BY REGISTRAR | 256, REGISTRAR'S SIGNATURE 
J r . x : 
‘Se oss! \ ie WL AL A Jetty ie bly 4 Bit vaTegUN 1 0 '60 Cnihun £ Kinin 


SS 
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3 = 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. IF institution: Residence before admission) 
58 Sid Carroll MARYLAND || °° Maryland ® COUNTY: Garrett 
x] b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote timits, write RURAL ond give nearest town) 
3 RURAL ond give neorest town} x 
5 Sykesville 8 days Kitzmiller // 
= = d, NAME OF HOSPITAL (if not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
= m C ! OR INSTITUTION Pa ———— ON A FARM?. 
rs OlS Springfield State Hospital ves) NOCK 
ce 
ha 3. NAME OF Fi iddt 4. DA’ 
ae NaMEGr irst Middle last ATE Month Day Yeor 
23 (Type or prin!) Walter c. Iman Deaf June 6 1960 
aos 5. SEX 6. COLOR OR RACE 7. MARRIEDJR] NEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE yi IF UNDER 1 YEAR| IF UNDER 24 HRS. 
o - of Month 
3. Male White |woow( ovorcoO | October 8, 189@\ | “OF” ‘i 
E 3 100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
8g during most of working life, even if retired! West Vi dni ‘ U.S.A 
ooo esi : — + 
fhe Lilt dh Pei £7 eck Coal Wares 2S Lrginia eOobe 
iy 2 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME” 
a8 # z ‘ pe eS 
ae Ss GB AELELELLn Yewtor Sar 
Ae 15. WAS, BECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT / ‘Address 
oa & (fes, 10, d¥ unknown) | (HE yes. give war or dates of service) s 4 £4 1a H it L Re a S$ 4 avila Ma 
of halide ba abss ringfie ospital Records, Syke . 
Es dl5.< pring: , » 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 6 6 ? 6 i 


8795 CERTIFICATE OF DEATH 


4} we? O4€ } putt ; - 
Conditions, if ony, which »_Arteriosclerotic heart me 


E gove tise to immediote( 1 
& couse (0), stoting the under- 
= lying couse lost. is Generalized arteriosclerosis 
5 S Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l{o}]19. WAS AUTOESY 
oy - 
& Acute Brain of unknown cause, ves] NO fi 
= (20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
& |OR CONTRIBUTING [1 CAUSE OF DEATH 
G | (IF EITHER, NOTIFY MEDICAL EXAMINER} 
% [20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, farm, | 20f. {City or town) (County) (Stote) 
a Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
= p.m. 19 lot work C7] ot work [J 
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fod une. 


21 | certify that (1) As hospital) attended oe _ fram. May 


220. SIGN, = DATE 
[DING 
Che Z at zal tes OU a Bagh ian eae Gite June 6, i960 
22d. 


the State Boord af Health priar ta burial, cremation,serremavol, ond in any event, within 72 ho, 


poge 3 shauld be detached for use a 
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Pages 1 and 2 should be filed with 


= after death. 


1. Mere terol 2¢ ere Neo Tad (Where deceased lived. If institution: Residence before admission) v 
o . STATI b. COUNTY 
Carroll manrengna| Maryland Baltimore city 
b. CITY OR TOWN (If outside corporote limits, write c, LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote timits, write RURAL ond give neorest tgwn) 
RURAL ond give neorest town) 4 a i 
Sykesville 26 days Baltimore Ayo - 
d. NAME OF HOSPITAL {If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 5 N. Exeter Street ves 1] NoX) 
. NAME OF First Middle lost 4. DATE Month Day Yeor 
DECEASED OF 
(Type or print) Lambert W. Johnson| «ats June 28 1960 
$. SEX 6. COLOR OR RACE |7. MARRIED (L) NEVER MARRIED [X) | 8. DATE OF BIRTH 9. AGE (In yeors |IF UNDER | YEAR| IF UNDER 24 HRS. 
lost birthdoy) [Months] Doys | Hours | Min. 
White winoweo E) ___ divorced L] Unknown ys. | 
100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
------ Unknown ~~~ SS Seana: HK U.S.A. 
FATHER'S NAME. 14, MOTHER'S MAIDEN NAME 


Then please remove carbon popers. 


ate hos been signed by the attending physicion ond completely fille: 


IR ATTENDING PHYSICIAN: The Jaw requires thot the deoth certificate be executed within 24 h 


d by the haspital ar ottending physician. 


RECTOR: After this certi 


e 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT 


Address 
Yeu, 9 untoowe) | AIF ye, give wor or dates of vervice) | pringfield Hospital Records, Sykesvil#e, Md. 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), oné (c)-] INTERVAL BETWEEN, 


PART 1, DEATH WAS CAUSED BY: t e 
+ IMMEDIATE CAUSE (o! Laennec's Cirrhosis Years 


x DUE TO . 
Condilions, if By which (b} ba. 


gove rise to immediote 
couse (0), stoting the under- DUE TO 
lying couse lost. 


} Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)} 19. A bee asl 
= > ieee, 

$ ABS associated with alcoholism ‘ yes) Noe 
= [200. ACCIDENT WAS UNDERLYING []__ | 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 18.) 

& | OR CONTRIBUTING C1 CAUSE OF DEATH 

G (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& ]20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote} 
a Hour While Not while factory, street, office bldg., etc.) | 

3 m. 19 Jot work (J ot work (J ' 


21. | certify that (I) (this haspital) attended the deceased fram. a) 19, that (I) (we) last 


sow the,deceased alive on_dune 28, __ 1960 and that death accurred ot83 90, Rel she causes and an the date stated abave. 


To. ee a \ 22b. DATE 
s 
22. PHYSICIAN'S 


ATTENDING MED, STAFF 
M.0. | PHYS. DIRECTOR PHYS. June 29, 1 
NAME (Type] 


22d. ADDRESS 
Ellis S. Margélin 


the State Board af Health priar to burial, cremation, or removol, and in any event, wip 


page 3 shauld be detached for use as the burial-transit permit. 


TO HOSPIT, 


== 
Be 


23a. BURI 
Ri 


AL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR RY. f 23d. LOCATI 
i tr fv, “¥ 
Zz Vet te livedes 


OVAL (Specify 
ff 25a. REC’D BY REGISTRAR 


AG, _\omest. 1 _'60 


2Sb. REGISTRAR'S SIGNATURE 


Cntur £ Maud 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


6797 +... CERTIFICATE OF a | a CO 


XS 


oul cost 
Sete 1}. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before edipfssion) 
8 # a. COUNTY 0. STATE b. COUNTY, 
=! iy. MARYLAND j 
3S Carroll Maryland ltimore 
= 3 ra b. CITY OR TOWN (If outside corporote limits, write c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give neorest town) 
g ss RURAL ond give nearest lown) AS =a = 
% S§2 Sykesville 20 Days XOOIRKKOHS Towson 4 O35 S$ 3h 
= oD + d. NAME OF heat (If not in hospitol, give street oddress} d. STREET ADDRESS. e. IS RESIDENCE 
3 £50 OR INSTITUTION ON A FARM, 
>: Springfield State Hospital 521 Willow Oak Road yes 1] No 

wes 3. NAME OF First Middle tos! 4. DATE Month Doy Yeor 
& 34 (Type oF print) Rose Mary Kaufer DEATH June 6 1960 
re 3 5. SEX 6. COLOR OR RACE |7. wanneo] NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
e aa 876 lost Pps Months] Doys Min, 
Hg ee Female White —|wivowen @ ovorceo(] | February 19, 1 ys 
= & 100. USUAL OCCUPATION [Give kind of work done! 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign _ 12. CITIZEN OF WHAT COUNTRY? 
> e 
Fi 23 during most of working life, even if retired) ae 
Bo vee —~ Housewife Pennsylvania U.S.A. 
i: 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5 Martin Bauer Catherine Scheidt 
a € a VA WAS fae EVER IN U.S. gir prey 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
= = ‘Yas, no, of upknown| {HF yes, ‘wor or dates of service} 4 
8 of a oe Springfield Hospital Records, Sykesville, Md, 
= ede 
3 3 18. CAUSE OF DEATH [Enter only one couse per line for (0}, (b), ond {c}.} INTERVAL BETWEEN 
a 3 PART I, DEATH WAS CAUSED BY: 
aie immeniate CAUsE (0) __Arteriosclerotic cardiovascular disease years 
£ 228 
3 = e 4 ' : { DUE TO 
= Conditions, if ony, which (b)__Generalized arteriosclerosis years 

gove rise to immediote DUE TO 

couse (0), stoting the under- 

lying couse lost. te) is 

* Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o}/19. By al ae 


O 


CBS associated with cerebral arteriosclerosis, with psychotic ‘peaction. | Y&L] No x 


200. ACCIDENT WAS UNDERLYING [7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item BY ol 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Sf ay ‘i ” 
‘20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY {Home, form, 1 20. Tet or town) in “AGoynty) {Stote) 
eet 


Hour o. m. While Not while foctory, street, office bldg.. etc.) | 
p.m. lot work [] of work 


MEDICAL CERTIFICATION, 


_ 1960. thot (1) (we) lost 
saw the deceosed olive omy Sa 9.60, and that nay feared oO 45, fisthe couses = on the dote stated above. 


Zo. SIGNATU ae Js Gh 7b, DATE 
C2. qibetye Le/ “Hu, 0. | ANS biecror CPs. June 65.196 


by the hospital or attending physician. 
© FUNERAL DIRECTOR: After this certificate hos been signed by the ottending physician and campletely filled 


page 3 shauld be detached far use as the burial-transit permit. 


R ATTENDING PHYSICIAN: The low requires 


ed 


22 SICIAN’S: 
& Str agustin del. Campo Springfield Hospitel, Sykesville, May 
3 3 230. Pee esa 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City, town, or county} {Stote) 
> OVAL 
= 3 Burial” | 6-9-60 Prospect Hill Towson 4, Md. 
2 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


Ca! 


25a. REC'D BY REGISTRAR 25b, REGISTRAR’S SIGNATURE 
oarUN 9 760 Caitun Sf Poa 


tee 


Brooks Funeral Service,Towson4, Md. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ( } 6 + 6 4 
6774 CERTIFICATE OF DEATH TN Ghee 


Me eee oy bata pets (Where deceased lived. If institution: Residence before admission) 
o a. b. COUNTY 
Carroll bisiieeons nt 4 Maryland Carroll 
b. CITY OR TOWN {If outside corporole limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


RURAL and give nearest tawn) rn 
Westminster 19 yrs. me, Westminster 
g. STREET ADDRESS @. 15 RESIDENCE 
Pi ON A FARM? 


the funeral director, 


d. NAME OF HOSPITAL {if not in hospital, give street oddress) 
x 4 OR INSTITUTION / 


after death. Page 4 


i 4 
invoy 
Pages 1 and 2 shauld be 


——— { 


‘ (49 W. Green Street ic ves ONO J 


3. NAME OF First Middle Lost 4, DATE Month Day Yeor 
DECEASED OF 
{Type or print) Margaret Thomson Knode DEAMA) June 18 1960 
6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS, 


wooweng —overceo | Jan. 7, 1871 | BO 


in 24 


yn. 
10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
eee ae 


during most of working life, even if retired) 


housewife = and United States. 


13. FATHER'S NAME 4. MOTHE 'S MAIDEN NAME 


Jacob Thomson 


rs after death. 


72 
we ) 


Address 


mave carbon papers. 


(Yes, no, oF unknown) If yes, give wor or dates of varvice) 


—_— — ock A 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
s. IMMEDIATE CAUSE (o} 


Que 

é f : U/ 

wa 5 P — DUETO ig” p v 
a AA 4 

Conditions, if ony, which ) 

gave rite to immediate 

cotite (0), stoting the under. ( OVE TO 

lying couse lost. (2 


2) 


Then pleas 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo) }19. pS 


ED? 
yes(] nog 
20a. ACCIDENT WAS UNDERLYING [| 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Vor Port Il of item 1B.) 
‘OR CONTRIBUTING L) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Dey. Year |20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (Counly) (Slote) 
Hour 09, m. While. Not while foctoty, street, office bldg., stc,) | 
Pom. 19 fot work (7) of work 1] ffi 


21. 8 certffy that | attended the ere from. <3 A %, tot LEX, 196 22.thot | last sow the deceased 
7, 
alive an fan &_., Wee WA that death accurred tH OFM, fram the causes and an the date stated abave. 
» g 
bg 


4 ) WY, ADDRESS (Street, city or iy state) 
: f “4 


zy 
SIGN, é = 


MEDICAL CERTIFICATION, 


RECTOR: After this certificate has been signed by the attending physician and campletely filled in 
cremation, or remaval, and in any event will 
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d by the hospital or attending physician. 


hat 


PHYSICIAN'S 
NAME (Type) 


Zo. BURIAL, CREMATION, Zac. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) {Stote) 
REMOVAL, (Specify) 
" urial ne 969 featminste mets festminste Ma a 
pas po ‘24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
ils. LA Lheninglir QC \OaTtyiN 2 2°60 Cnthan £ Krone 
eel Pfft A 


page 3 shauld be detached far use as the burial-transit permit. 


the registrar prior ta burial, 


TO HOSPIT, 
may be ri 
TO FUNERAL 


2a 
Pg 
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MARYLAND STATE DEPARTMENT OF HEALTH 


at DIVISIQN OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND ( } 6 a 6 5 
A. 6798 CERTIFICATE OF DEATH 
= 1, PLACE OF DEATH r 2. USUAL RESIDENCE (Wherecieceased lived. If institution: Residence before odmission| 
3 . COUNTY MARYLAND 0. STATE a b, COUNTY iy 
= 


fter death. Page 


Condteonna: eng eehieh wp ALerscer chinrlis, sg 2 


gove rise to immediote 


couse (o}, stoting the under- DUE ie = 
ep Se et a 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED THE TERMINAL DISEAS CONDITION GIVEN IN PART “2 197 WAS AUTOPSY 


PERFORMED? 


Yes] no] 


icion. 


8 
g 
= 
x] b. CITY OR TOWN Gf ‘Quiside corporote limits, write | c. LENGTH OF STAY IN Ib = se OR oZ. f ounide cogporote limits, write RURAL ond give nearest town) 
5 RAL ond:give nearest town) se . by, 
> or. LZ Z. 
2 Sy ee 
22 AME OPHOSPITAL (If not in hospiTol, Qive street oddress) x. Le ADDRESS e. IS RESIDENCE 
> “d “OR INSTITUTION re eo FARM? 
> ves) NOR] 
f 
ao] 
2 Fo 3. NAME OF ' . First Middle Lost 4. DATE Month Yeor 
Ea cs DECEASED k 7 | OR , 
®& 254 ype or erin Hr oJ O eV DEATH Pte 2 UZATA4 
Sear oe S. SEX 6. COLOR OR RACE [7. MARRIED JX{ NEVER MARRIED [] |8. DATE OF BIRTH . AGE’(In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
33 a. 3 ‘ birthdoy} [Months] Days | Hours 
2 8.8 wivoweo[[] _—vivorcep [] L4ef 12, SE £ aa yes 
id 
3 f€a. Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stote or foreign 12. CITIZEN OF were” 
3 8aR duringiinost-of Working life, even if retired) i A.s 
Poyae 446 eer) aed 4 1. 
o 2g Mike P4 4 
Be 3. FATHER'S NAME See y 7 V4, MOTHER'S MAIDEN NAME 
2 28 : g j , wcadee. Z 
B Be G07 L Apt, eA dts tris! 
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ot — ‘ MALL i] Luts . 
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20a. ACCIDENT WAS_UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, yor (City or town) (County} (Stote) 
Hour 9. m. While Not while foctory, street, office bldg., etc.) 
p.m. 19 [ot work [1] ot work [7] i 


21. | certify thot (I) (this hospital) @ttended the deceosed from... AGST39_...104: 0. Agant , 19@P thot {I) (we) last 
sow the deceased alive on__ 


) ond thot deoth occurred a f ~M, from the @auses and on the dote stoted obove. 
To. SIGNATURE ' : ( C 


2b, DATE 
ATIENDING he STAFF ste 
M.D. | PHYS. DIRECTOR PHYS. Nh 
2c. PHYSICIAN'S 


22d. ADDRESS 


NAME (Type) oe E. HALAL ae 


MEDICAL CERTIFICATION 


After this certifi 


page 3 shauld be detached far use as the burial-transit permit. 


ATTENDING PHYSICIAN: The jaw requires that the death certifi 
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TO FUNERAL DIRECTOR: 


by the haspital ar attending physi 
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as To, BURIAL CREMATION, | 2b, DATE Bo 23c. NAME OF CEMETERY OR 5 e LOCATION (City, town, ae ae (State) 
¢ > tye OVAL pes ve A 2-6 vie op 4 

€ CL ech, Tid) 
2 24. FUN BE hy ADDRESS 250. REC'D BY eal 25b. REGISTRAR'S SIGNATURE 
VRAIS (4 AED DE. 
18H 939) = ESTE Cnthun £ Tras 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND (j 6 76 


oF) CERTIFICATE OF DEATH 


iV ee 2. bigs eseence (Where deceased lived. If institution: Residence before admission) 
oO. 


fer deoth. Poge 4 
in by the funerol director, 


4 


Poges 1 ond 2 should be fited with 


Hoaitaces b. COUNTY 
b. CITY OR aero. Vimits, write | ¢. LENGTH OF STAY IN 1b «. CITY OR diarylend limits, write wneaite neorest town) 
RURAL ond give nearest town} Tere: Been hds Baltimore 29 , if. 
d. By re {If not in hospitol, give street oddress) d. STREET ADDRESS ; fi 5 [RESIDENCE 
Springfield State Hospital 111 Allendale St. ves] NOTE 
3. eee First Middle Lost 4. ar Month Doy Yeor 
(Type oF print) Doris Marie Markland DEATH June 30, 19 60 
5. SEX 6 COLOR OR RACE ]7. MARRIED] NEVER MARRIED 5 B. DATE OF BIRTH 9. AGE (in yeors IF UNDER 1 YEAR]IF UNDER 24 HRS. 
Female White |wiowe—  oworceogq] | Sept. 3, 1929 ae ey eee eas enc tens 


10a. USUAL OCCUPATION (Give kind of work done| 
aries ‘of working life, even if retired) 


10b. KIND OF BUSINESS OR INDUSTRY 


11. BIRTHPLACE (Stote or foreign country) 
Maryland 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Lawrence Markland Ruth Harcourt 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


Then pleose remove corbon popers. 


ate hos been signed by the ottending physicion ond completely filled i 
cremotion, or removal, ond in ony event, within 72 hours ofter death. 


e buriol-transit permit. 


ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 h: 
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ed by the hospitol or ottending physicion. 
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18. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 


Ch On ee 3 Springfield Hospital Records 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (ch.] 
PART |. DEATH MESIATECAUSE o)___ Far advanced pulmonary tuberculosis 


0OAX mr | 


Conditions, if ony, which (b) 
gove rise to immediote | 


INTERVAL BETWEEN 
ONSET AND DEATH 


ears 


couse (0), stoting the under- DUE TO 
lying couse lost. c) 


5 Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/ 19. Bors depo 
5 Schizophrenic reaction, catatonic type, in a mental defective. ae sh wat ok 
3 200. ACCIDENT WAS_UNDERLYING [ 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 

a OR CONTRIBUTING [] CAUSE OF DEATH 

| (IF EITHER, NOTIFY MEDICAL EXAMINER) 

& [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, form, | 20f. (City or town) (County) (Stote) 
fay Hour 0. m. While Not while foctory, street, office bldg., etc.) | 

2 ae 19 Jot work [1] of work \ 


1992 , todune30,____ 19.60, thot (1) (we) last 


15PMram the causes and on the date stated above. 


21. | certify that (I) (this haspital) attended the deceased fram. Dees._265_ 
saw the decegséd alive an on June. 30 1960... and that death accurred a 


20. SIGNATURE’ 22b. DATE 
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1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
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DECEASED ee ae es OF oe, # 
tmerin LLOYD DYUn Mia GS CAL Lo rclte? 

S. SEX 6 ai OR RACE |7. MARRIED NEVER MARRIED [] | 8 WATE OF BIRTH 9. AGE | IF UNDER 1 YEAR] IF UNDER 24 HRS. 

25 fost birth Y) [Months] Days | Hours] Min. 
widowed DIVORCED []) an. /. 2 &- yrs. 
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Et AS DECEASED EVER'IN U. S. ARMED FORCES? [16. SOCIAYSECURITY NO. |17. INFORMANT 


(Yet. no, of unknown) (if yes, give wor or dates of service) re 
Vie oe L/5-O3- P7524 Mw ine Ze, 
18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c).) INTERVAL BETWEEN 
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= - x B42. 9 
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under. ( RETO 4 
lying cause lost. «Chronic glomerulonephritis same 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 119. bi fais Na 
ADVANCED SENILE CHANGES AND DETERIORATION yes nox 


200, ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY fHame, form, | 20F. (City or town) (County) (State) 
Hour 0. m. While Nat while foctory, street, office bidg., etc.) | 
p.m. 19 lot wark [] ot wark 


21 | eertify thot (I) (this hospital) ottended the deceosed from..1935 _ "i : to...0/9/60___. 19____, thot (1) (we) lost 
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M.D. | PHYS. CK pirector C) PHY. 
72d. ADDRESS 


may be rext¥ied by the haspital ar attending physicion. 
@ TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician 
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MARYLAND STATE DEPARTMENT OF HEALTH 
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Littlestown, Pa, 
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| DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 0 6 7 6 S 
ppl 6803 _ CERTIFICATE OF 
& = 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
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2 s 1 a: Carroll MARYLAND “Penna. PNY 
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on avg nearest town} > Lr > 
5S Rural,’ ykesville 4 Weeks Littlestown SOX 
2 2 Wa) & NAME OF HOSPITAL (IF nat in haspital, give street address) d, STREET ADDRESS e. {§ RESIDENCE 
. Uy © OR INSTITUTION N Street ON A FARM; 
. “ olden Age Guest Home,Sykesville, Md. + Queen Stree Yes C] NO 
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f {VBE 'er path). Sinon Frank Miller DEATH 6/10/60 19 
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: pf ae re Min. 
a Male White WIDOWED fk] pivorceo[] | 7/30/1880 yes. ti 
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Z e205 21. | certify that (I) (this haspital) attende: eased fram__ ste LAGE LC, 1. that (I) (we) last 
a o d 
Ea i io saw-the deceased gliye 9.267 end tha , from the causes and an the date stated abave. 
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MARYLAND STATE DEPARTMENT OF HEALTH 
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DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND G 6 oH 6 fi 
a £802 CERTIFICATE OF DEATH y 
ti ie ee ‘5 gh oes eee (Where deceased lived. If institutian: Residence before admission) 
ae Z 
Carroll MARYLAND ? Mary b. COUNTY 
= end= -Montgonery 
© b. CITY OR TOWN (If autside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn) 
2 RURAL ond give neorest town} \p a 
“3 3hyrs.lmos.17#ays"-~~----""-Washington 15, D.C. 47). & 
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es 3. SEX 6, COLOR OR RACE |7. MARRIED] NEVER MARRIED pA] [6 DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS 
: Jost birthday) [Months] Days Min. 
Male White —_|wiowot] _oworceo] | October 1, 1881 | 7B ym. el 


10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY 
during mast of working life, even if relired)} 


11, BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Laborer eueuinteimincated Maryland U.S.A. 


13. FATHER'S NAME V4. MOTHER'S MAIDEN NAME 


Matthew O'Brien ? Annie Stearn 
Pee Aaa ni Becta ce Lae 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
- Springfield Hospital Records, Sykesville, Md. 
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&- 2c. oo 22d. ADDRESS 
v. Ellis S, Margolin/ M.D. ringfield Hospital, Sykesville, Md. __ 
& s 23a. PRava 23b. DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City. town, ar county) = (Stote) 
ae Burial 6/15/60 St.Mary's Cemetery Rockville, Maryland 
re 24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR 2Sb. REGISTRAR'S SIGNATURE 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND a5 (re 
6803 CERTIFICATE OF DEATH (67 ¢() 


: boric 2 eee een ee (Where deceased lived. If instilution: Residence before admission} 
ie Carroll marviano |! "“"Maryland » COUNTY Baltimore City 


b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give neares! lown) 
RURAL ond give neorest lown) ~ 


kesville 5 mos. 20 da Baltimore wot's 


d. NAME OF HOSPITAL (if not in haspital, give street address) d, STREET ADDRESS e@. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital 1703 Sherwood Avenue yes (] no K} 


i pe neds First Middle lost 4. DATE Month Day Year 


Cyecertaian Margaret Elizabeth Peacock Beara June ail 19 60 


5. SEX 6. COLOR OR RACE |7. MARRIED (MM) NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER } YEAR] IF UNDER 24 HRS. 
lost birthdoy) [Months] Days | Hours Min, 


Female White —|wiowen oivorceo C] |August 26, 1885 Th yrs. 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Housewife eiecteianhantatel Maryland U.S.A. 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


James M. Boston Susie E, Collins 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


HO | eee | Springfield Hospital Records, Sykesville, Md. 
18. CAUSE OF DEATH [Enter anly one cause per fine for (a), (b}. ond {c}.] INTERVAL BETWEEN 
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= & JOR CONTRIBUTING (] CAUSE OF DEATH 
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ONSET_AND DEATH 
ye 1. DEATH WAS CAUSED BY: 
|. IMMEDIATE CAUSE (0) Bronchopneumonia days 


3 3h DUE TO 


wt ¥ 

Conditions WF fy, which (0 on's ore ears 
gove rise to immediote 

covse (0), stoting the under. ( OUE TO 
lying couse lost. () 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) |19- NeEorieee 


Chronic brain syndrome, unknown, unspecified cause, with psychotic react). vest] Noy 
20a. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Hl of item 18.) 


OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


transit permit. 


the State Board of Health priar ta buriol, cremotian, or removal, and in ony » 


ate hos been signed by the attending. physic 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Hour 0. m. i Not while foctory, street, office bldg., etc.) ! 
p.m. D7 ot work 1 


MEDICAL CERTIFICATION, 


21 | certify that (1) (ay hospital) wil the deceased fram: 91929, toFe = I2X_, that (1) (we) last 
19 60 ' Dani that death accurred at Bik, flafthe causes and an the date stated abave. 


220. SIGNATUR! 2%. DATE 
Li ore ed Con wa i AOS ieee ca eee am “£960 
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d by the hospital or attending physician. 


ECTOR: After this certi 


Ze. PHYSICIAN'S 22d, ADDRESS 
NAME (Type) 


ba 


moy be rf 
TO FUNERAL DIRI 


stin del Campo __ 
aii a 23b. DATE ee! 2 Bi ste iE OF CEMETERY Re CREMATORY 
specify’ a 
=e CU Gralong Brae 


24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR 25b, REGISTRARS SIGNATURE 


OE aii isn a 


page 3 shauld be detoched far use a 


TO HOSPIT, 


se 
as 
S> 
2a 
a 
SE 


I 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND Bae 
‘Rs 6809 CERTIFICATE OF DEATH 1620? 
& 3 yy Leash DEATH 2. Gael, RESIDENCE (Where deceased lived. if institution: Residence before admission) 
o. ° b. COUNTY 
Ele aed Carroll PAYER Maryland Frederick 
= g b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
8 RURAL ond give neorest town) ‘. ~ 
2 52 ey, Sykesville lByrs. 2mos.19da Thurmont iG ait 
e 2 , NAME OF HOSPITAL (If not in hospitol, give street address) d, STREET ADDRESS. e. IS RESIDENCE 
5 ‘44 oR INSTITUTION ON A FARM? 
% = Springfield State Hospital RFD #2 yes [] No] 
g 
2 3. NAME OF Fis i 4. 0A 
2 4 DECEASED. inst Middle Last oh Month Doy Yeor 
zé (Type or print) Nora Matilda Speak DEATH June 27,12 19.60 
es S. SEX 6. COLOR OR RACE 17. MARRIED @) NEVER MARRIED oO 8. DATE OF BIRTH 7. fei (In years ]IF UNDER 1 YEAR] IF UNDER 24 HRS. 
5 ia yer Months] Days | Hours] Min. 
8 Female White |wioown py — ovorceoO | Hakomwm 1-13-87) 
4 10a. USUAL OCCUPATION (Give kind of work done 12, CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 


10b. KIND OF BUSINESS OR eg BIRTHPLACE (Stote or foreign country) 


5 
a 
8 
a 2 
ms ousework Own Home Louisiana U.S Ae 
8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
S.e 
ot Hakoowx James Shook xkemems Anna Mary Hovis 
é . i WAS. ae dee Bociials) U.S. = eae 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
2 ives Sctintastny > wisees Gascens’ gait aac) 
ae. No - Nose Springfield Hospital Records 
3 = 18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).} INTERVAL BETWEEN 
5 £ PART |. DEATH Was cused oy, Arteriosclerotic cardiovascular disease ears 
ees : DUE TO 
Conditions, if ony, which ie Septicemia Days 
gove rise to immediote DUE 10 
couse (0), stoting the under- 
Mstaiicn tes a (9___Lymphangitis Days 


Schizophrenic reaction, paranoid type 


20a. ACCIDENT WAS UNDERLYING []_ | 20b. 
OR CONTRI8UTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


PERFORMED? 
yes [) No [f 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART eid WAS AUTOPSY 


DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


20c. TIME OF INJURY Month, 
Hour 0. m. 
p.m. 


MEDICAL CERTIFICATION, 


Ww 


Doy, Year | 20d. INJURY OCCURRED 


While 
jot work [[] of work [7] { 


21.1 certify that (1) (this haspital) attended the deceased fram./ April. By. 
saw the déGeased alive a se 26.19% ond that death accurred of 1 5MAm the causes and an the date stated abave. 


20e. PLACE OF INJURY (Home, farm, | 20F, (City or town) 


eg ae foctory, street, office bidg., etc.) | 


19h? , stodune 27, __., 


(County) (Stote) 


1960., that (1) (we) last 


R ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 h 
by the hospital or attending physician, 


the State Board of Health priar ta burial, crematian, ar remav 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the funeral directar, 
page 3 should be detached far use as the burial-transit permit. 


Ro. SIGUA BY y, = 2b. ae 
cee 
” AALF £7 DO _ birecror PLVe. OE 6f: 27/66 
= 2c. NAME toe 7 STOR 
m& ype 
ne Ellis S. Margolin Springfield Hospital, Sykesville, Md. ___ 
& 3 23a. BURIAL, rea 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 
oa rv, peci 
=e . tal Ved a 60 Blue Ridge Cemetery Thurmont, Maryland 
34 Whe LP eerie RA = DIRE TORS bk ket 6 ADDRESS 25a. REC'D 8Y REGISTRAR 25h. REGISTRARS SIGNATURE 
VR AIS (4} . C > LF #6. 
15M 9/59 ‘Haymond = ox get hurmon Md pare yyy 1. '60 than £. Tonsae 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 4 ee 
6816 CERTIFICATE OF DEATH 06778 


1. Cn ne 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 
. STAY 
é Carroll marvano || ° "“Hary land ®. COUNTY Carroll. 
b. CITY OR TOWN (If autside pare limits, write} c, LENGTH OF STAY IN 1b 


RURAL and give nearest tawn) é 
Rural, ‘Westminster Life 


d. NAME OF HOSPITAL (If nat in hospital, give street address) 
OR INSTITUTION 


od 


a 


Pages 1 and 2 should be fi 


&- CITY OR TOWN (If autside carporate limits, write RURAL and give nearest tawn} 


Rural, Westminster 


/ d. STREET ADDRESS 


e. 1S RESIDENCE 
ON A FARM? 


nn” deoth. Page 4” 
and completely filled in by the funeral director, 


Westminster, R. D. 3 Westminster, R. 0D. 3 yes] No] 
; 3..N RAM or First Middle Lost 4 pate Manth Day Year 
€ (Type ar print) Prank Te. Stewart DEATH 6/5/60 19 
3 $. SEX 6. COLOR OR RACE |7. MARRIED BE] NEVER MARRIED [-] | 8. DATE OF BIRTH it peal eae IF UNDER 1 YEAR] IF UNDER 24 HRS. 
af Male White j|wiooweof) —oovorceo) | «8/27/1881 yrs. 
100. ASR oF ee Fler tal 1b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
Retired Parmer His own farm Carroll Co., Md, UsSeAs 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John Stewart Barbara Wisner 
a is halal aad ne U. > FORGES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
No ea ee None Malcolm B. Stewart, Westminster, Md, R-3 


18. CAUSE OF DEATH [Enter only one couse per line far (a), (b), and (c}-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED 8Y: J 
IMMEDIATE CAUSE (0) bleorke ake es 


C ay DUE TO vine 

a 4 ra Qe 

AY if of \nie te Soe fe Fz 
gave rise ta immediate = 

cause (a), stating the under. ¢ CUETO Pare Qa 4 fi 


lying cause last. (c) 


Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL D|SEASE CONDITION GIVEN IN PART I(a)119. WAS AUTOPSY 
- asf ee 


Then please remave, 


PERFORMED? 


ee mem fo fo te ves C] NOE} — 
20a. ACCIDENT WAS UNDERLYING C] 


20b. DESCRIGE HOW INJURY OCCURRED. (Enter nature af injury in Parld ar Port Il af item 18.) 
OR CONTRIBUTING L] CAUSE OF DEATH Ss 
(IF EITHER, NOTIFY MEDICAL EXAMINER) i 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 
Hour o. m. While Nat while 
p.m. ey 9 jot wark [] atework [7] 


saw the deceased alive an 


20e. PLACE OF INJURY (Hame, form, | 20f. (City ar tawn) 


(Caunty} 
factary, street, office bidg., etc. 4 ! 
phy 


—— 


MEDICAL CERTIFICATION 


R ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hy 


d by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending ph 


the State Board af Health priar ta buriol, crematian, ar removal, and in any event, 


page 3 shauld be detached far use as the burial-transit permi 


220. SIGNATURE “SIGNED 
, ATTENDING STAFF 
id Lad mo.|F y=) DIRECTOR PHYS. } 1b * 
2c. PHYSICIAN'S aa ADDRESS 
NAME (Type) SL eee Ge f- ree’ tNea Ata seu Pc 
deem | | a a I a i a a a a I Me Se EN 
FA 3 0. Rash CREMATION, [23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar caunty) (State) 
a pecity : 

3 2 furfal 6/8/60 Rest Haven Cemetery Hanover, York Co., Pa. 
- ADDRESS: 250. REC'D 8Y REGISTRAR ‘2Sb. tah of Pas. 
“Wee 7S) Littlestown, Pa, oanJUN 7 ‘60 Onthua f. 


lied in by the funerol director, 
Pages 1 and 2 should be filed with 


ly 


within 24 ‘fe death. Page 4 
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ind complete! 


e 
gS 
ES 
a 
a 
i 
a 
i= 
= 
. 
2 
te 
> 
2) 
2 
3 
€ 
Boy 
is 
o 
& 
a2 
° 
a 
2 
9 
a 
3 
& 
z 


FA 
g 
: 
o 
es) 
2 
5 
= 
3 
8 
= 
5 
3 
3 
° 
£ 
3 
= 
3 
3 

€ 
as 
ee 
23 
3G 
- oOo 
2 
aE 
ss 
25 
Es 
ae] 
° 
F4 
a 
z 
Fe 
E 
< 
x 


may be réampned by the hospi’ 
TO FUNERAL DIRECTOR: After 


TO HOSPIT, 


a< 


Then please remave carbo! 


‘ar remaval, and in any event, within 


-transit permit. 


page 3 should be detached for use as the burial: 
the State Board af Health prior ta buriol, cremation, 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


66879 


b. CITY OR TQWN [If qutside 
PORAL ondigife nearest to 


‘e, tS RESIDENCE 
ON A FARM? 


yes] NOG] 


NAME 0} 
{Type or print) 
$. SEX 3 6. COLOR ORRACE [7 MARRIED] NEVER MARRIED [7] | 8,DATE iy a 9. AGE (In = IF UNDER 1 YEAR| IF UNDER 24 HRS. 
la y 


Months} Doys | Hours Min. 
wipowep [] DIVORCED [] yrs. - 
100. USUAL OCCUPATION (Give kind af wark done| 10b. KIND OF BUSINESS OR INDUST£Y |11. Z CE Lf or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during rking life, even if refired) 
rere Randallstoyn, Ma. WER p:. 
. MIDTHER'S MAIDEN NAY 


BAW 


AS DECEASED EVER IN U. ${ ARMED FORCES? 116. SOCIAL SECURITY NO.@117. INFORMANT 
or ry IF yes, give war or dates of service) 
———— 


18, CAUSE OF DEATH [Enter only ane cause per line for (a), (b), ond {c] INTERVAL BETWEEN 


7 
ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: haa loeb ht DA Les sbaey, 
«IMMEDIATE CAUSE (o) (eas ii 
DUE TO ; ) gy £ F 


(b} 


ate. Wwe 18 iraniedions 
cause (0), stating the under. ( DUE TO 


lying cause lost. ar ey | a sas 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o} W. tea Gea 


yves—] NOT] 


200. ACCIDENT WAS_UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


[20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form, 120F. (City or town) (County) (Stote) 
Haur o. m. Wikllacl skeet Staehate factory, street, office bldg., etc.) ! 
p.m. 19 Jat work [7] of work [1] ' 


MEDICAL CERTIFICATION 


21. | certify thot (1) (this nese tended ¥ deceosed from. pees fh" teK need that (1) (we) lost 
saw the deceosed olive on AX), _ thot deoth rere from the causes ond on the dote stoted above 


a. SIGNATURE 2b. DATE 
Le ATTENDING MED. SIGNED 
ale M.D. | PHYS. DIRECTOR 4 


. PHYSICIAN'S 22d. ADDRESS 
NAME (Type) 


230. BURIAL, CREMATIO) 23 i, 14 NAME CEMETERY OR GREMATORY 
REMOVAL (Specify} 19 l D 
Z a 


ADDRESS: 


£729 Lak Lahaye. ows UN 760 


DIVISK 


6812 


MARYLAND STATE DEPARTMENT OF HEALTH 


ION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


G6 784) 


~ « 
S 'y ie Oe aos 2 usual RESIDENCE {Where deceased lived. If institution: Residence before admission) & 
° °. b. COUNTY 
“ 32 bse Maryland Baltimore city 
: a 

= Ei b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give neores! town) 
8 RURAL and give nearest town) a ‘ 
o fle Sykesville 8yrs.10mos. 3d. Baltimore, Maryland DBVONES 
rs g / S d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
[co Pa OR INSTITUTION a ON A FARM? 
rf = field State Hospital || 2660 Presberry Street ves 1) Node 

o 3. NAME OF Fi jiddl 4. DATE ye 

eis Dect irst Middle last 5 Month Doy el 

8% (rslogennt) Benjamin A. Tall Deal 19 60 

ex 5. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED i | 8. DATE OF BIRTH 9. AGE (in years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 

last birthday) [Months] Doys | Hours]  M 
vE White wipowep []) Divorced [1] 1873 i 
| 10a. USUAL OCCUPATION (Give kind af work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 during mos! of working life, even if retired) 
= Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Unknown 


Benjamin F, Tall 


{Y¥en, #0, of unknown) | 


° 


1S. WAS DECEASED EVER IN U. S, ARMED FORCES? 
{It yes, give war or dates of service) 


16. SOCIAL SECURITY NO. 


17. INFORMANT 


Address 


Springfield Hospital Records 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


42Q0, 


Then please remave carban 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond {e).] 


Arter iosclerotic heart disease 


INTERVAL BETWEEN 
fe} ‘T AND DEATH 


ears 


0 DUE TO 

Conditions, if any, which (b) 
gave rise to immediate 

DUE TO 


cause (0), stating the under- 


lying couse lost. fe 


transit permit. 


‘ate has been signed by the attending physician and campletely filled in by the funeral directar, 


21. | certify that (l) (thts haspitol) ottended the deceased from. February 8. 19.12, to-s 


saw the deceased olive onJune 9 -__-__ 1940. . ond that death occurred at 32.1.6, Hel she causes and on the dote stated abave. 


0, 19. 


Zz Past IL. FICANT, TING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
4 2 Schizophtenty ’ PAPA GLEBE RS 1 Dear 1 ERFORMED? 

s yes) Not 

© ['20a. ACCIDENT WAS UNDERLYING []__| 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il af item 1B.) 

& | or CONTRIBUTING C1 CAUSE OF DEATH 

1B | (UF EITHER, NOTIFY MEDICAL EXAMINER) 

& [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 

g HSGE “aot Witica| < Neiae factary, street, office bldg., etc.) | 

= p.m. 19 lot work [7] of work [[] ' 


0 


that (1) (we) last 


R ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 h 


d by the hospital or attending physicion. 


Z2c/PAYSICIAN'S, 
AME (Type! 


Qo. SIGNATUR _/. a4 2b. DATE 
4 TTENDING " SIGN 
c oy sewhere LL CZs vetfh-¢ 0.|PNS O Bikecror BINS. $B June 10, 1960 
2d, ADDRESS 


* 


Agustin del Campo, M.Dj 


Springfield Hospital, Sykesville, Md. 


the State Board af Health priar to burial, cremation, or remaval, ond in ony event, within 72 


23b. DATE THEREOF 


ESP -EO 


a 


Leonel 


LOCATION (City, town, or 


(Stote) 


Eg 
F 3 REMATION, 

Q> REMOVAL Specify) 

Bie 

i= 24, FUNERAL DIRECTOR'S SIGNATURE 
VRAIS (4) 

18M 9/59 


Un. ita ling 


Sa. REC'D BY REGISTRAR 
y 


DATE ‘j 


RAR'S SIGNATURE 
cal atta ( 


ONSET AND DEATH 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0), Chron: 


Then pleose re 


; , DUE TO 
hie o) 
con he My, sued 


’ Dar ia wm ASV YEARS 
gove rise to immediote 


couse (0), stoting the under- ( DUE TO 
ying coute [ite @- 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. ee 


Chronic Brain Syndrome assoc. with senile brain disease with psychosis. | sO nop? 


200. ACCIDENT WAS UNDERLYING (1) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MARYLAND STATE DEPARTMENT OF HEALTH U6784 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND a 
ae §813 CERTIFICATE OF 
S z 1: PLACE OF ae 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
fe oo 9. b. COUNTY 
* 33 Carroll pale Maryland 
= ° 3 b, CITY OR TOWN (If outside corporote limits, write ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neares! town) 
8 6 RURAL ond give nearest town) . % ~“\ 
ae rural, Sykesville am 27days || Hoopersville 4X - 2. 
2 a 2 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS. e. IS RESIDENCE 
a. =4 OR INSTITUTION ON A FARM? 
a: Springfield State Hospital ves] No®) 
S 8 3. NAME OF First Middle Last 4. DATE Month Day Yeor 
Bye Arcee nt) ' Nora Tyler Traverde DEATH June 28 1900 
ses 5. SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED o B. DATE OF BIRTH 3 = Urner) IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= = lost pi HOY Month: Do; H Min. 
ees female white | woowen pivorceo ] 8/30/75 8 OT lieag Pica hae ‘ 
5 
— a 2 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 25) during most of wor! {ter even if retired) 
ae ousewife Maryland USA 
2 8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5 
5 James Tyler Susan Hooper 
3 15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
= Fata eG mae enraeee aupe . ° 
2 fo | Springfield Hospital records, Sykesville 
ic 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c) ] INTERVAL BETWEEN 
3 
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‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 


¢ buriol-transit permi 


¢ 
5 
3 
eB 
a 
z 
a 
2 
£ 
vU 
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20c. TIME OF INJURY Month, Doy, Year | 20d. INIURY OCCURRED 


Hour o.m While Not while 
p.m. jot work [_] of work 


200. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
foctory, street, office bldg., etc.) | 
1 


—- 3/31/____. 19-55 10 6/28/ ___..1960., that a (we) last 


_19.60, and that death accurred at 32 FOP Me the causes and an the date stated abave. 
“2b. DATE 


6f 8 60 SIGNED 


MEDICAL CERTIFICATION 


ATTENDING STAFF 
. | PHYS. LYS. 


x 


ed by the haspitol or a 


TO FUNERAL DIRECTOR: After this cer! 


poge 3 shauld be detached far use o: 


c 2c. Hed 72d. ADDRESS 
a * vs) Konstantin Weber, M. D. Sykesville, Maryland 
w 3B 230. RIAL, CREMATION, | 23b. DATE THEREOF 2c. ME OF CEMETERY OR CREMATORY aw, ye TION (City, townyor county) (Stots 
(oe Fgnorss (Specify) | 7 e LZ t 4 : ff f fs A Pf 
5 2 ; Za LLICO Oz EP Vea '\retm, Cee AGP Hi 
5 i DIZECTORS-SIGNA < ADDRESS Lib, 250. REC'D BY REGISTRAR | 25 REGISTRAR’S pita 
mass Zepete Lhe Bor Lithgt Helfer AQ 1 "0 | Cotton £ Kose 


fler death. Page 4 


Ld 


aes within 24 hq 


letely 


Se 


e: 
dif and ca 


y/ 


gned by the attending physici 


R ATTENDING PHYSICIAN: The law requires that the deoth certificote 
nding physician, 
icate has been 


, a by the hospital or 
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